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If you are not already a member of the 
Academy of Psychosomatic Medicine or 
do not now subscribe to Psychosomatics 
you will want to look at page 235. 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 
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Stelazine’ 


brand of trifluoperazine 


can help you relieve anxiety, 
without causing drowsiness 


‘Stelazine’ can help you to relieve anxicty 
promptly—either in hyperactive patients or 
in withdrawn patients. It does this with in 
action that is, in one way, unusually incisive 
and direct. It causes little or no drowsiness. 


Based on his experience with other tran- 
quilizers, Winkelman! feels that the thera- 
peutic effect of ‘Stelazine’ “‘approaches the 
classic definition of ataraxia, that is, a state 
of calmness without sedation and untroubled 
by excitation in either internal or external 
environment.” 


Further Documentation 

*Ayd? states: “The fact that [‘Stelazine’] 
causes little fatigue or drowsiness and does 
not impair mental acuity enhances its value 
for outpatients who can continue to work, 
drive a car and so forth.” 


*Proctor and Gunn’ gave ‘Stelazine’ to 40 
patients who were pieceworkers in a hosiery 
mill. They observed only one instance of 
marked drowsiness, although they had _ be- 
come accustomed to seeing “a much higher 
incidence of this effect in patients treated 
with ataractic drugs. Moreover, [‘Stelazine’ | 
had no effect on the patients’ manual dexterity.” 
*In one study of ‘Stelazine’, Winkelman! 
found that none of his patients, most of whom 
were machine operators, reported loss of 
alertness or manual dexterity. Patients who 
had been on other tranquilizers and were 
discouraged because of lethargy and sluggish- 
ness became alert and active on changing to 
‘Stelazine’. One said that he felt as if ‘“‘a 
weight was taken off my back.” 


1. Winkelman, N.W., Jr.: Some Thoughts Concerning Trifluopera- 
zine and Its Place in Ataractic Therapy, in Trifluoperazine: Further 
Clinical and Laboratory Studies, Philadelphia, Lea & Febiger, 1959, 
pp.78-81. 

2. Ayd, F.J., Jr.: ‘Stelazine’ Therapy for the Psychosomatic Patient, 
Clin. Med. 6:387 (Mar.) 1959. 

3. Proctor, R.C., and Gunn, C.G., Jr.: Treatment of Anxiety in 
Hosiery Mill Workers, in Trifluoperazme: Further Clinical and Labora- 
tory Studies, Philadelphia, Lea & Febiger, 1959, pp. 28-36. 


Smith Kline & French Laboratories 
leaders in psychopharmaceutical research 
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Psychiatric prescribing information 


INDICATIONS: ‘Stelazine’ relieves anxiety, whether expressed 
as hyperactivity or as apathy. It also produces rapid response in 
many diagnostic categories, including acute and chronic schizo- 
phrenias, manic-depressive psychoses, involutional psychoses, 
chronic brain syndrome and mental deficiency. 
ADMINISTRATION AND DOSAGE: Dosage of ‘Stelazine’ 
shold be adjusted to the needs of the individual. 

Be: suse of the inherent long action of ‘Stelazine’, patients may be 
con ‘rolled on convenient b.i.d. administration; some patients may 
be naintained on once-a-day administration. 

Adult Dosage for Use in Psychiatric Practice 

oral for office patients and outpatients with anxiety): The usual starting 
dos..ge is 1 mg. or 2 mg. b.i.d. In the treatment of these patients, 
it is seldom necessary to exceed 4 mg. a day. (Some patients with 
more severe disturbances, and discharged mental patients, may 
require higher dosages.) In some patients, maintenance dosage can 
be .educed to once-a-day administration. 

ora: for patients who are either hospitalized or under adequate supervision): 
The usual starting dosage is 2 mg. to 5 mg. b.i.d. (Small or emaci- 
ate’ patients should always be started on the lower dosage.) 

Th: majority of patients will show optimum response on 15 mg. or 
20 «ng. daily, although a few may require 40 mg. a day or more. 
It is important to give doses that are high enough for long enough 
periods of time—espccially in chronic patients. 

Op:imum therapeutic dosage levels should be reached within two 
or (uree weeks after the start of therapy. When maximum thera- 
peutic response is achieved, dosage may be reduced gradually to a 
satisiactory maintenance level. 

intramuscular (for prompt control of severe symptoms): The usual dosage 
is 1 mg. to 2 mg. (44-1 cc.) by deep intramuscular injection q4-6h, 
p.r.n. More than 6 mg. within 24 hours is rarely necessary. As soon 
as « satisfactory response is observed, oral medication should be 
substituted at the same dosage level or slightly higher. 

Only in very exceptional cases should intramuscular dosage exceed 
10 mg. within 24 hours. Since ‘Stelazine’ has a relatively long 
duration of action, injections should not be given at intervals of 
less (han 4 hours because of the possibility of an excessive cumulative 
effect. 

‘Stelazine’ Injection has been exceptionally well tolerated; there is 
little, if any, pain and irritation at the site of injection. 

Dosage for Psychotic and Mentally Defective Children 


The dosages given below apply to children, ages 6 to 12, who are 
either hospitalized or under adequate supervision. 
oral; The starting dosage is 1 mg. administered once a day or b.i.d., 
depending on the size of the child. Dosage may be increased 
gradually until symptoms are controlled or until side etlects become 
troublesome. Both the rate and the amount of dosage increases 
should be carefully adjusted to the size of the child and the severity 
of the symptoms, and the lowest effective dosage should always be 
used. Once control is achieved, it is usually possible to reduce dosage 
to a satisfactory maintenance level. 
In most cases, it is not necessary to exceed 15 mg. of ‘Stelazine’ 
daily. However, some older children with severe symptoms may 
require, and be able to tolerate, higher dosages. 
intramuscular: There has been little experience with the use of 
‘Stelazine’ Injection in children. However, if it is necessary to 
achieve rapid control of severe symptoms, 1 mg. (14 cc.) of 
‘Stelazine? may be administered intramuscularly once or twice a 
day, depending on the size of the child. Once control is achieved, 
usually after the first day, the oral dosage forms of ‘Stelazine’ 
should be substituted for the Injection. 
SIDE EFFECTS: Jn the dosage range of 2-4 mg. daily, side effects 
from ‘Stelazine’ are infrequent. When they do occur, they are 
usually slight and transitory. Mild drowsiness occurs in a small 
percentage of patients; this usually disappears after a day or two 
of ‘Stelazine’ therapy. There are occasional cases of dizziness, 
mild skin reaction, dry mouth, insomnia and fatigue; rarely, 
neuromuscular reactions (extrapyramidal symptoms). 
In hospitalized psychiatric patients receiving daily ‘Stelazine’ dosages 
of 10 mg. or more, clinical experience has shown that, when side 
effects occur, their appearance is usually restricted to the first two 
or three weeks of therapy. After this initial period, they appear 
infrequently, even in the course of prolonged therapy. Termination 
of ‘Stelazine’ therapy because of side effects is rarely necessary. 
Side effects observed include dizziness, muscular weakness, extra- 
yramidal symptoms, anorexia, rash, lactation and blurred vision. 
Drowsiness has occurred, but has been transient, usually disappear- 
ing in a day or two. 
Extrapyramidal Symptoms 
These symptoms are seen in a significant number of hospitalized 
menial patients receiving ‘Stelazine’. They may be characterized 
by akathisia, be of the dystonic type, or they may resemble 
parkinsonism. 
akathisia: Some patients may experience an initial transient period 
of stimulation or jitteriness, chiefly characterized by motor restless- 
ness and sometimes insomnia. These patients should be reassured 
that this effect is temporary and will disappear spontaneously. The 


dosage of ‘Stelazine’ should not be increased while these side 
effects are present. 

If this turbulent phase becomes too , the symp can 
be controlled by a reduction of dosage or the concomitant adminis- 
tration of phenobarbital or some other barbiturate. 
dystonias: These symptoms are rare outside of mental hospitals, 
but they may be observed occasionally in pati who have 
received ‘Stelazine’ as a mild tranquilizer. 


Symptoms may include: spasm of the neck muscles, sometimes 
progressing to torticollis; extensor rigidity of back muscles, some- 
times progressing to opisthotonos; carpopedal spasm, trismus, 
swallowing difficulty, oculogyric crisis and protrusion of the tongue. 


The onset of the dystonias may be sudden. A primary characteristic 
of these symptoms is their intermittency. They may last several 
minutes, disappear and then recur. There is cealealy no loss of 
consciousness and definite prodromata are usually present. Initially, 
these intermittent symptoms occur in a crescendo of intensity. Then 
as the effect of the drug wears off, the intervals between the occur- 
rence of symptoms becomes longer, and the intensity of the 
symptoms subsides. Despite their similarity to symptoms of serious 
neurological disorders, these dystonias are usually promptly revers- 
ible and need not cause undue alarm. They usually subside gradually 
within a few hours, and almost always within 24 to 48 hours, after 
the drug has been temporarily discontinued. 


Treatment is symptomatic and conservative. In mild cases, reassur- 
ance of the patient is often sufficient therapy. Barbiturates are also 
usetul. /n moderate cases, barbiturates will usually bring rapid relief. 
The dosage and route of administration of the barbiturate used 
should be determined by the intensity of the symptoms and the 
response of the patient. /n more severe adult cases, the administration 
of an anti-parkinsonism agent produces rapid, often dramatic, 
reversal of symptoms. Also, intravenous caffeine and sodium 
benzoate seems to be an effective and rapid antagonist to the 
dystonias. Jn children, reassurance and barbiturates will usually 
control symptoms. Dosage and route of administration should be 
determined according to the intensity of symptoms and response 
of patient. 

Note: It has been reported that injectable administration of 
Benadryl* may also be helpful in controlling dystonias. 
psuedo-parkinsonism: These symp are extremely rare outside of 
mental hospitals. 
Symptoms include: mask-like facies; drooling; tremors; pillrolling 
motion; and shuffling gait. 

Reassurance and sedation are important components of effective 
therapy. In the majority of cases these symptoms are readily 
reversible when an anti-parkinsonism agent is administered con- 
comitantly with ‘Stelazine’. Occasionally it is necessary to lower 
the dosage or to temporarily discontinue the drug. 


CAUTIONS: Clinical experience has demonstrated that ‘Stela- 
zine’, a phenothiazine derivative, has a wide range of safety and 
that there is little likelihood of either blood or liver toxicity. The 
physician should be aware, however, of their possible occurrence. 


One of the results of ‘Stelazine’ therapy may be an increase in 
mental and physical activity. In some patients, this effect may not 
be desired. For example, although ‘Stelazine’ has relieved anxiety 
and, at the same time, anginal pain in some patients with angina 
pectoris, a few such patients have complained of increased pain 
while taking ‘Stelazine’. Therefore, if ‘Stelazine’ is used in angina 
patients, they should be observed carefully and, if an unfavorable 
response is noted, the drug should be withdrawn. 


Hypotension has not been a problem, but nevertheless adequate 
precautions should be taken when the drug is used in patients 
with impaired cardiovascular systems. 

The antiemetic action of ‘Stelazine’? may mask signs of overdosage 
of toxic drugs or may obscure the diagnosis of conditions such as 
intestinal obstruction and brain tumor. 

Although ‘Stelazine’ has shown very little potentiating activity, 
caution should be observed when it is used in large doses in con- 
junction with sedatives or depressants. 


CONTRAINDICATIONS: ‘Stelazine’ is contraindicated in 
comatose or greatly depressed states due to central nervous system 
depressants. 

AVAILABLE: Tablets, 1 mg. and 2 mg.» in bottles of 50, 500 
and 5000. (Each tablet contains 1 mg. or 2 mg. of trifluoperazine, 
as the dihydrochloride.) For psychiatric patients who are hospital- 
ized or under close supervision: Tablets, 5 mg. and 10 mg., in 
bottles of 50, 1500 and 5090. (Each tablet contains 5 mg. or 10 mg. 
of trifluoperazine, as the dihydrochloride.) Injection, 10 cc. 
Multiple-dose Vials (2 mg./cc.), in boxes of 1 and 20. (Each cc. 
contains, in aqueous solution, 2 mg. of trifluoperazine, as the 
dihydrochloride, 4.75 mg. of sodium tartrate, 11.6 mg. of sodium 
biphosphate, 0.3 mg. of sodium saccharin, and 0.75% of benzyl 
alcohol as preservative. Concentrate (for hospital use), 2 fl. oz. 
bottles (10 mg./cc.), in boxes of 4 and 12. (Each cc. contains 
10 mg. of trifluoperazine, as the dihydrochloride.) 


*Trademark Reg. U.S. Pat. Off.: ‘Benadryl’ for diphenhydramine 
hydrochloride, Parke-Davis. 
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(Editor’s Note: Dr. Rutherford of Seattle is an 
Associate Editor of Psychosomatics and Vice- 
President of the Academy of Psychosomatic Med- 
icine. His review of Dr. Kroger’s book appears 
concurrently in the Western Journal of Surgery, 
Obstetrics and Gynecology of which he is the Ex- 
ecutive Editor. It seemed more fitting as an edi- 
torial than for the book review section. )—W.D. 


CHILDBIRTH WITH HYPNOSIS. By William S. 
Kroger, M.D. Edited by Jules Steinberg. 216 
pages, illustrated. Price $3.95. Doubleday & 
Co., Inc., New York, 1961. 

This reviewer feels that this newest book of 
Dr. Kroger’s may be used to highlight again some 
of the current foolish noise and confusion cre- 
ated by articles appearing in many lay publica- 
tions about hypnosis—the doctor who may use 
hypnosis—psychiatrists—our revered A.M.A.— 
and many other by-products of a discussion which 
should remain within the careful, objective pro- 
fessional and useful realms of evaluation wherein 
Medicine has striven constantly to operate. This 
has been commented upon.* Dr. Kroger’s com- 
ments, incidentally, have provoked more approval 
from our readers than almost any other similar 
feature within the last 10 years. Requests for 
reprints have been numerous, even in quantity 
lots. 

Many obstetricians—including this editorial 
writer—have used hypnosis in childbirth in many 
cases over the years. Dr. Kroger’s book entitled 
“Childbirth with Hypnosis” has been written pur- 
posefully to acquaint the patient-couple with this 
approach to one of their major life experiences. 
Pain and suffering are woven into the warp and 
woof of our culture. 

We still hear from our older women patients 
the statement that, since they were unfortunate 
enough to be born women instead of men, they 
expect to be “ailing females.” Fortunately—and 
this is no facet of hypnosis but instead a com- 
posite of Woman’s emergence as a result of many 
influences—the modern woman expects to feel as 
well as her husband. Some years ago, this same 
woman died in her forties like a spent sky-rocket, 
having spent herself in child-bearing and hard 
work. Her brood had been launched; she no 
longer had the strength to function. Now, with 


*Kroger, William S.: It is a Wise Hypnotist 
Who Knows Who Is Hypnotizing Whom! West. J. 
Obst. é Gynec., 69:132-137, March-April 1961. 
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our ladies living into their seventies, the life span 
picture has changed. These ladies now usually 
outlive their husbands and now are spending the 
life insurance checks earned by their husbands’ 
efforts. 

With all humor aside, far too many patients 
have benefited by hypnoanesthesia in childbirth 
to treat the matter lightly. Dick-Read refused to 
call the relaxation his patients could achieve a 
self-hypnosis. Semantics continue to rule the 
world. However, our modern concept of pain is 
changing rapidly. When this writer was in his 
training period in obstetrics, he was taught to 
dislike pain as if it were an unpleasant and an- 
noying visitor from whom the conscientious phy- 
sician tried to rid his patient. Then, as clinical 
experience accumulated, the writer became im- 
pressed with pain as a diagnostic friend. Our 
patients do not have an automobile-type dash- 
board flashing upon their foreheads to render 
diagnostic warnings. Instead, pain now has es- 
tablished itself in this writer’s mind as a real di- 
agnostic friend. This is quite a switch. 

When we examine pain in obstetrics, it loses 
some of this useful diagnostic function. Pain is 
no longer needed to tell us that the patient is in 
normal physiologic activity. Pain still can and 
does warn us of impending abruptio or the like. 
These complications of pregnancy fortunately are 
rare. With this concept in obstetrics, one can 
see that pain may be interpreted to the patient as 
a sensation which need have no threat nor men- 
ace to her or to her baby. 

Dr. Kroger relates his experiences in such fash- 
ion that any patient interested in hypnoanes- 
thesia may work with her physician in practical 
and useful fashion. Too many patients have un- 
dergone “natural childbirth,” or ‘childbirth with- 
out fear,” or the ‘“psycho-prophylaxis” of Russia 
for physicians to feel that this type of obste- 
trical autohypnosis is harmful. To depict the 
physician who trains the patient for these proce- 
dures as a meddling and harmful busy-body can- 
not be documented objectively. 

Interestingly enough, when the physician trains 
his patient to induce her own anesthesia at her 
own volition, he removes himself from the accu- 
sation of increasing his patient’s dependency, of 
increasing her emotional instability and the like. 


(Continued on page 211.) 
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Management of Frustration in Everyday Practice 


VICTOR SZYRYNSKI, M.D., PH.D. 


All of us have experienced frustration 
in our everyday practice. We have all de- 
oped our favorite defenses, protective 
cchanisms and _ psychological armor. 
ven the “bed-side manner” has been re- 
ce itly classified by Carmichael' as a “de- 
fe isive system behind which the doctor 
ies whenever he is troubled or concerned 
over a patient whom he does not under- 
stend, or whenever he feels insecure, ap- 
prehensive or prejudiced in any way.” 
Permit me to cite three patients—all of 
whom presented some emotional chal- 
lenge. 


The first, a cultured man of 51, told me 
promptly that my pills, which I had prescribed 
about a month ago, did not help him at all. In 
fact, they probably made him worse. He still 
felt tense and nervous; some pain and pressure 
at the back of his head still bothered him con- 
siderably. He took a heart-shaped orange tablet 
out of his pocket and put it on the middle of 
my desk, in front of me. He was obviously 
angry. 

But his anger did not disturb me. I knew 
that I was a target, but not a cause of his anger. 
A few months ago he had a minor cerebrovas- 
cular accident with excellent recovery. So we 
talked about his work and about his wife. His 
work was frustrating and he was anxious to 
change it; his wife, instead of assisting him in 
his struggle and becoming a pillar of strength, 
reverberated and magnified his worries. 

So I talked with this man, who after retiring 
recently from Government service, was attempt- 
ing to establish himself in a real estate business. 
He ventilated some of his feelings and began to 
brighten. In the middle of our discussion he 
took his tablet and put it back in his pocket. We 
talked about some other jobs in which he might 
be interested, of the possibility of establishing 
himself in an occupation less remote from his 

Presented before the Ninth Annual Scientific 
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previous experience. At the end of the visit he 
suddenly said: 

“You know, I think I probably did not give 
your pills an adequate trial. If you think it is 
going to help me, perhaps I should try it 
again...” 

The next patient, a middle-aged, rather obese 
gentleman was happy and grateful. Since he 
had seen me a month ago, all his pains had dis- 
appeared and he felt relieved. Then he casually 
added: 

“You know, doctor, my neighbor also began 
complaining about a pain in his leg and pretty 
soon afterward had to have it amputated. My, 
wasn’t I scared when I developed this pain in 
my leg.” 

And suddenly, in a flash, this remark made me 
aware of my serious diagnostic error in spite 
of successful therapy. I visualized this man as 
he appeared the first time I saw him one month 
ago. He was sent for a neurological consultation 
because of a burning pain on the outer side of 
his right thigh. He was very worried about it 
and quite angry with a few doctors whom he 
had already seen. He was seriously upset and 
quite unhappy. 

The diagnosis of meralgia paresthetica was an 
easy one. But for some reason I took extra ef- 
fort to explain it to my patient. I had on my 
desk the new edition of Wechsler’s textbook of 
neurology and showed him a clear picture of the 
area innervated by the external cutaneous nerve 
of the thigh. I prescribed some Vitamin B pills 
and sent him home. It was not until his casual 
utterance during the second visit, that I under- 
stood the whole truth: this man was much more 
disturbed by the amputated leg of his neighbor 
than by his own burning paresthesiae! 


To conclude: Let us ask the patient his 
own “diagnosis.”* Is he worrying much 
about his condition? What is he most 
afraid of? Is he afraid of a condition 
from which his father, mother, other rela- 
tives, office friends or T.V. heroes were 
suffering? This patient was hostile to- 
wards his doctors, not because they were 
not trying to help his condition, but be- 


4 
See 
| : 
= 
~ 
j 
| 7 
f 
bok 
‘ 
‘ 
= 
HE 
ag 
iy 
ion 


162 


cause they did not try to alleviate his ba- 
sic, underlying anxiety. 

I am sure that by now you are tired of 
lecturers who are always successful with 
their patients and make brilliant diag- 
noses and turn out miraculous cures. Let 
me, therefore, introduce you to my next 
patient. 

He is a thirty-five year old storekeeper, who 
had suffered from epilepsy for a long time. For 
a couple of years his convulsions had been well 
controlled, but he still displayed some infrequent 
psychomotor episodes. I had seen him last, two 
months earlier and had advised him to replace 
phenobarbital with Mysoline, but to maintain his 
regular dose of Dilantin. Now he reported that 
he tried this change for about three days, but 
felt somewhat lightheaded, so promptly returned 
to phenobarbital. His condition was basically 
unchanged, with occasional minor disturbances. 
The patient told me his story in a somewhat 
grim, morose manner and I felt myself getting 
more and more angry with him. You all know 
the feeling we have towards the patients who dis- 
continue treatment because they just “forgot the 
pills” or the neighbor said ‘they will not help 
you”; who drag an epileptic child from doctor 
to doctor, because “the pills did not stop his con- 
vulsions right away” or who remove the best 
fitted plaster cast because it was ‘‘too tight.” 


While my anger kept growing I was thinking 
about my present lecture. There I was—getting 
angry with an epileptic and going to Ohio to 
tell my confreres how to maintain serenity and 
equanimity in their daily work. Sure, it was 
close to lunch and I must have grown hungry or 
hypoglycemic, but nevertheless it was not fair. 

So in my most elegant bed-side manner I 
asked: “Anything else?” 

The patient raised his sulky face and re- 
marked: “Even my wife didn’t like the new pill. 
Told me it did not look right to her, and that 
I should stay with the old ones.” 

And then it dawned on me that I was licked. 
I had no chance. Would you have any chance 
against your patient’s wife when she does not 
think that your pills look right to her? 

I had to fall back on one of the most powerful 
defenses: recognizing my own limitations. If 
you have a guilt feeling towards your patient 
and this in turn feeds your unconscious hostility 
towards him but at such a moment you are pre- 
pared to abandon your delusion of a medical su- 
perman and accept your realistic limitations 
you will relax. 

So I looked at my rebellious, disobedient and 
frustrating epileptic and .. . I smiled. 
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Unexpectedly he answered me with a bro: i, 
friendly grin. By my smile he was forgiven. it 
was he who came with guilt feelings for d ;- 
obeying my recommendation, which in turn fod 
the hostility and resentment he was trying o 
express by blaming the pills and building ° p 
confusing tension during the visit. He was ¢«- 
pecting my counter-aggression, so often d s- 
played by many frustrated doctors. Accid .- 
tally his hostility was not reciprocated, so ‘ie 
gave it up. 


Frustration is felt when our level of 
attainment fails to reach the level of s- 
piration, In medical practice the muost 
common source of frustration is the doc- 
tor-patient relationship. An _ excessive 
amount of frustration will be experienced 
by a doctor who expects too much from 
this relationship; who needs too much 
gratification from his professional life or 
is too sensitive to rejection by the pa- 
tient. We will speak then about his in- 
adequate tolerance of frustration. 


In psychoanalytical therapy the emo- 
tional relationship between the patient 
and his therapist plays a very important 
role and is known as transference. Not 
infrequently it provides the patient with 
a new experience: if he was dominated by 
excessively authoritative parents he be- 
gins to learn how to be independent under 
the guidance of a tolerant and permissive 
analyst; on the other hand if his child- 
hood was spent with passive and over- 
indulgent parents, the analyst may help 
him to face and accept some realistic limi- 
tations, 


Most patients approach general prac- 
titioners in a stage of “positive transfer- 
ence.” They have heard about the doctor 
and are putting their trust in him. How- 
ever, negative feelings may easily emerge 
in this relationship and should be faced 
by the doctor. Here are just a few ty)i- 
cal situations: 


1. The patient is unrealistic in his «x- 
pectations, hoping for a miracle, which 
has not occurred. He becomes dis: p- 
pointed and hostile. The doctor should 
allow him to express the negative feeling 
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and assist in accepting the reality of his 
condition, 

2. A typical change from positive to 
negative feelings usually occurs after the 
patient discloses to the doctor some im- 
portant secrets, such as a history of 
abortion, premarital sexual relations, 
ccurt record, sexual aberrations, mastur- 
betion, etc. The initial attitude of trust 
aid attachment changes quite suddenly 
tc disappointment and resentment: “How 
dil he make me tell him my secret?” “I 
hete his inquisitiveness!”” We generally 
believe that such “ventilation” of past 
eniotional problems is useful and benefi- 
cial and the “rebound hostility” may be al- 
leviated by some simple preventive meas- 
ures. One of them is to warn the patient 
about this phenomenon: “I am really glad 
you were so frank with me today. I think 
you should know that when you get back 
home you may feel angry with me for 
helping you to be so frank. You should 
noi worry about such feelings—everybody 
feels the same way after he confides in 
his doctor, but in the end our talking to- 
day will do you a lot of good.” 

3. Negative feelings towards the doctor 
often result from previously excessive at- 
tachment. This resembles the well-known 
“adolescent crushes.” Doctors should be 
on their guard in dealing with their ex- 
ceptionally ‘devoted” patients. It is not 
unnatural for such “devotion” to be rather 
suddenly replaced with resentment and 
hostility. If the doctor allows himself 
to get involved in such a “tender rela- 
tionship” with his devoted patient, a sud- 
den change of the latter’s emotional cli- 
mate may freeze the doctor unexpectedly 
and painfully. 

4. Excessively possessive patients re- 
quest an excessive amount of time and 
attention, It often takes much effort and 
considerable experience to balance the re- 
lationship between rejection and submis- 
Siveness on the part of the physician, At- 
tempts to understand the source and the 
nature of the patient’s psychological needs 
provide a good opportunity for maintain- 
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ing an adequate distance with sympathetic 
interest in the patient’s problems. 

5. Adolescents quite often violently ac- 
cuse their parents and express much hos- 
tility towards them. This provokes severe 
guilt feelings with hostility which is in 
turn directed to the doctor. Incidentally, 
when this situation occurs in a therapeu- 
tic session it occasionally brings about 
immediate improvement in the relation- 
ships at home. 

In the doctor-patient relationship the 
influence is mutual. On both sides there 
are some basic needs, which may be either 
satisfied, or frustrated. The patient ex- 
pects to get more security and recogni- 
tion; the doctor often has a very strong 
“need to be needed,” to be loved and re- 
spected, to have his efforts recognized and 
appreciated, to get a gratifying response 
from the patient in the form of an an- 
nouncement that he feels better, in re- 
ceiving his warm thanks and his prompt 
check. The routine, everyday question, 
which—as a matter of fact—should often 
be better omitted, is pregnant with psy- 
chological dangers affecting the doctor- 
patient relationship. ‘Well, and how are 
you feeling today?” 


This is practically the same as propos- 
ing to a sweet, young thing in the days of 
our inexperienced youth: “Do you love 
me, Jane—and would you like to be my 
wife?” Any answer to this question may 
do a lot to the feelings of the individual; 
it may elevate him to heavens of self-sat- 
isfaction or relegate him to the bottom of 
frustrating despair, 

“T don’t think, doctor, I am any better; 
in fact I feel much worse since I started 
taking your medicine. Do you think we 
should call Dr. Jones who may better un- 
derstand my case, or should I go to the 
Mayo Clinic?” 

Well, you had it: “No, I don’t love you 
at all; in fact, I think you are obnoxious 
and I wish you would stop bothering me 
for good.” 

But from the psychodynamic point of 
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view this situation is hardly ever as sim- 
ple as that. There are many reasons why 
some doctors are more exposed and more 
sensitive to such frustrating experiences, 
than their professional friends; there are 
many, often very subtle reasons, why pa- 
tients would try to hurt their doctors; 
there are many, often very subtle ways 
in which they will do it, and there are 
many ways for doctors to dissatisfy their 
patients and provoke their retaliation. 
Above all, there are ways and means of 
avoiding many such frustrating experi- 
ences by applying special defences. 


Sources of frustrating relationship may 
be found either in the patient, or in the 
doctor. In both cases they should be 
looked for, understood and handled sat- 
isfactorily. 

At one psychiatric clinical conference in 
Cincinnati, under the chairmanship of Dr. 
Maurice Levine, one of the residents was 
reporting on psychotherapeutic progress 
with an alcoholic female patient. He com- 
plained of some recent blocking in the 
progress of treatment. During the dis- 
cussion I asked a simple question: “Tell 
me, doctor, do you like this patient?” 

In the following analysis, the resident’s 
attitudes and feelings towards the patient 
were frankly discussed and their possible 
sources were sought in his own personal- 
ity and his past emotional experiences; 
this most probably has helped him to 
progress satisfactorily with further ther- 
apy. 

The most common emotional reactions, 
encountered in the patient or in the doc- 
tor, which would very likely lead to frus- 
tration are hostility and overdependence, 
and in both such situations we may be 
dealing with either an open, or a disguised 
reaction. 

A hostile patient may openly announce 
that he resents being sent to a doctor. 
These include patients referred by courts, 
insurance companies, the Armed Services, 
and social agencies, as well as children, 
adolescents and people persuaded to see 
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a doctor by their wives or husbands. T!e 
best method in handling such patients s 
often a simple formulation of their fee - 
ings. 


“You don’t like doctors, do you?” 

“You did not want to come to see me today ” 

“You think that your wife makes too muh 
fuss over your health?” 

“You would prefer to stay away from docto:s, 
wouldn’t you?” 


Such simple formulation of hostile fe«1- 

ing has a double effect: 

—it alleviates the feeling itself through ‘ts 
ventilation, 

—it relieves the secondary guilt feeling which 
hostile patients usually experience. Now he 
feels that the doctor is a mature man who 
can face the patient’s hostility in a secure 
manner, without rejecting the patient or re- 
taliating with counter-hostility. 


The more common situation and more 
difficult to detect, is disguised hostility, 
the “hidden anger,” which may manifest 
itself in so many ways, e.g. 

—coming late for an appointment; 

—complaining of bitter medicine, high fees, 
warm or cold waiting room, etc.; 

—complaining of side effects of drugs, of post- 
operative pains, of unsuccessful treatment; 

—questioning the doctor’s competence, prais- 
ing other doctors, complaining of poor at- 
tention: “You just treat me like a thing, like 
all your other patients who just have to pay 
your fees.” “You are always in a hurry.” 
“You didn’t examine me at all.” 

Asking for advice and doing just the oppo- 
site, breaking the appointments, prolonging 
the appointments, annoying the doctor with 
many apparently irrelevant questions or ask- 
ing embarrassing or personal questions. 


In any such instances the so-called 
“testing behavior” takes place; like a lit- 
tle, insecure child the patient is looking 
for affection and acceptance by the doctor, 
but remains suspicious that the latter is 
not adequately interested in him. So “ie 
tries to annoy the doctor, to test his “lin- 
its of tolerance.” “How much can he tale, 
before he rejects me and responds with 
counter-aggression?” The patient del'b- 
erately, although not quite conscious’y, 
tries to “drive the doctor mad.” 
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In many such cases the doctor may be 
the target, but not the cause of the pa- 
tient’s hostility. The source may be in 
poor domestic relations, in an unhappy 
atmosphere at work, in poor childhood ad- 
justment or other life frustrations. Let 
us not forget that a sick man with any 
physical illness is often impatient, irri- 
table, aggressive, selfish and demanding. 

The most important defences here would 
be to understand the nature of the rela- 
tionship: “Is this patient irritating me? 
Why does he do it? How can I search for 
the real source of his anger? Shouldn’t 
I ask a few questions about his work, fam- 
ily, hobbies and life ambitions? And 
wiiat about his childhood? 

‘Tell me a little about your parents.” 

“They were fine. We were a good fam- 
ily. They tried their best.” 

You learned a little. But try this ques- 
tion: 

‘Would you like to bring up your chil- 
dren the same way you were brought up?” 

“Oh, doctor, never!” 

You see! Now you are heading some- 
where! 

Facing the hostile patient the doctor 
should become inquisitive, curious, bent 
on finding out the reason for the patient’s 
anger. He should avoid above all accept- 
ing the patient’s anger as something for 
which he should blame himself. 

He should “play the ball back in the 
patient’s field and not on his own’”—un- 
less, of course, his honest search would re- 
veal that he is to blame for the patient’s 
justified resentment. 

Some other categories of frustrating 
patients would include: 


—ungrateful patients, 
~-miserable patients, 
~-old patients, 
~-children, 
~-adolescents, 
—psychotic patients. 


Many doctors complain of ungrateful 
patients, There are interesting psycho- 
dynamics behind this frustrating relation- 
ship. 


People who come to the doctor repeat 
automatically the child-parent situation. 
An unhappy, weak child comes to the big 
father for help. Most people struggle 
hard during adolescence to shake off the 
feeling of dependence on their parents. 
Quite often this attempt is so violent, that 
it leaves considerable guilt feelings. A 
sick person regresses to child-like depend- 
ence on a parental figure, and as soon as 
health is restored, resents his period of 
weakness and dependence just as many 
people resent their parents showing pic- 
tures of themselves as naked infants on 
the skin of a polar bear. The doctors are 
left behind as much as parents are aban- 
doned by their children, and, like well ad- 
justed parents, should be mature enough 
and independent enough to enjoy the prog- 
ress of their children instead of burden- 
ing them with the guilt of ungratefulness. 
Let us also remember that patients grow 
much faster than children. If any doctor 
is too sensitive to the problem of “un- 
grateful patients” then most probably he 
develops too readily his own emotional 
dependence on his patients and resents 
their flying away from the nest of his of- 
fice. Obviously, this process of the pa- 
tient’s “weaning away” from medical care 
would be different in different specialties. 
While the surgeon would often receive a 
bouquet of flowers, the psychiatric pa- 
tient may manifest his restored independ- 
ence by forgetting to come for the next 
appointment. 

Some doctors unconsciously resent the 
incurable patients—such patients frus- 
trate the doctor’s need to be successful, 
powerful, and his claim for recognition. 
Strong guilt feeling may be present in 
spite of definite scientific evidence that 
everything has been done to the best med- 
ical knowledge. From our neurotic pa- 
tients we know how easily people identify 
with their sick or dying neighbors, friends 
or relatives, and how often it leads to anx- 
iety or phobic symptoms. Understanding 
all the above mechanisms or even discuss- 
ing them quite openly among themselves 
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may help doctors to maintain friendly and 
charitable dispositions towards the miser- 
able or dying patients. 

It has been reported lately by many psy- 
chiatrists that old people are often emo- 
tionally rejected by many, especially 
young medical practitioners. According 
to Busse* we may consider the following 
reasons for this frustrating relationship: 
1. The child-parent relationship, so nat- 
urally emerging temporarily between a pa- 
tient and his doctor is much more com- 
plicated in respect to old patients and 
their young physicians. 

2. Many young doctors unconsciously 
identify older patients with their own par- 
ents—and if their own “weaning away 
from home” was not very smooth and sat- 
isfactory, they may transfer some guilt 
and hostility to their aged patients. 

3. Many doctors identify with the pa- 
tients—which in this case would remind 
them of their own decline into old age. 
4. Many medical problems presented by 
old people appear incurable and chronic, 
although a lot may be done to assist such 
patients towards better psychological ad- 
justment to their restricted life. 

5. Relationship with often garrulous old 
people is frequently time consuming and 
not very gratifying to the physician’s need 
for evident results of his efforts. 
Overdependency reactions, which we 
have already mentioned before, may be 
best illustrated by some geriatric patients, 
although they are not infrequent even 
among insecure young people. Most doc- 
tors avoid overdependent patients, who at- 
tach themselves to the doctor with their 
stubborn and “incurable” symptoms. 
Many children stir up much insecurity 
in their doctors, by being unpredictable, 
hostile and ungrateful. Doctors are often 
presented to the child as threatening pow- 
erful individuals, who inflict pain and may 
separate the child from the parents in 
their hospitals. The frequent answer, 
given by a small child to the doctor’s 
questioning—“I don’t know,”’ means sim- 
ply: “It is not your business” or “I don’t 
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want to have anything to do with you.’ 
Consequently, doctors should never fore » 
themseives on the child and use assistanc : 
of the mother as much as possible durin: 
examination. They should let the chil’! 
see his mother all the time and shoul! 
also avoid staring at the child unnece:- 
sarily. They should not attempt to b: 
too friendly. 

Adolescents may frustrate the doctcr 
by their often bold, aggressive attitud., © 
by avoiding his inquisitiveness or hs 
questions, and by showing their distrus:- 
ful resentment. It is useful to remember 
that this is only a defence, covering stroiig 
insecurity, often anxiety, and much wn- 
happiness coming from lack of expeii- 
ence. Many adolescents are obviously ain- 
bivalent: they want to get advice and !e- 
sent asking for it. Often, when they real- 
ize that the doctor understands their in- 
ner struggle they gain confidence in his 
subtle and discreet approach and much 
help and guidance may be accepted. 

Whenever the experienced physician ob- 
serves some special difficulties in estab- 
lishing “rapport” with his patient, when 
all the efforts at satisfactory communica- 
tion begin to fail—mental illness may be 
suspected. Not infrequently the first 
symptom of developing schizophrenia 
would be conspicuous difficulty in estab- 
lishing “rapport” with the patient. The 
patient pays no attention to his doctor, 
is preoccupied with his own trend of 
thought and remains cold or manifests no 
appropriate responsiveness to the doc- 
tor’s reassurance, friendliness or persua- 
sion. While anxious people will show 
marked relief when they are informed 
that their symptoms are not dangerovs, 
the pseudoneurotic schizophrenic m:y 
maintain his detached or distrustful at i- 
tude, which would obviously frustrate his 
doctor. The best defence again is to ma 1- 
tain the searching, inquiring attitu le 
which may replace disappointment of ju- 
tile psychotherapeutic efforts with t.e 
pleasurable satisfaction of correct dizg- 
nosis. 
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The important source of professional 
frustration may be the doctor himself. 
Poor health and overwork may not only 
remove the necessary enjoyment ordi- 
narily derived from practicing one’s cho- 
sen profession, but may disturb relation- 
ship with his patients. One of the pa- 
t ents described his overworked psychia- 
t ist in the following words: “He was sit- 
t ng behind his desk looking so tired and 
uihappy that I could hardly bother him 
s ill more with my own problems.” 

Somebody said that psychiatrists can- 
not afford bad wives. I do not think any 
doctor can. Serious environmental ten- 
s.on and emotional maladjustments make 
any psychological communication with pa- 
tients very crude and inadequate. A tense 
aid anxious doctor can hardly hide his 
insecurity from his patients. A doctor 
angry with his wife or children, unhappy 
about his poor social relations or business 
failure would invariably hurt his patients 
with his “hidden anger” and most cer- 
tainly would fail to perceive, formulate 
and ventilate hostility in his patients. 

Inadequate skill, lack of self-confidence, 
superficial examination of patients, cha- 
otic organization of one’s own work— 
must sooner or later lead to an accumu- 
lation of errors and failures which lead to 
severe professional frustration. Finally, 
inadequate knowledge of one’s own per- 
sonality, or psychological color-blindness 
to one’s complexes may seriously disturb 
the patient-doctor relationship. 

When doctors meet frustration they re- 
spond in the usual human way, which de- 
pends primarily on their maturity and 
temperament. 

Let us first attempt to list such sponta- 
neous, often immature, immediate re- 
sponses. 

-open anger and hostility towards the patient 

(“I told you to stop bothering me!’’). 

-—rejecticn of the patient (“If you don’t think 

I am helping you—go and see somebody else 

—I am not keeping you here!’’) Rejection 

may also assume more subtle forms, occa- 


sionally hidden from the doctor himself, like 
changing appointments, requesting additional 
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tests, referring to a consultant for further 
management, eic.; 

—avoidance of unpleasant patients; 

—overauthoritative and aloof attitude (‘Don’t 
ask me what tnis medicine is for, just take 
one pill three times a day, as I have already 
told you!”; 

—getting offended with the patient; 

—argumentative and quarrelsome attitude; 

—suppression of resentment under overcorrect 
“bedside-manners’’—patients usually “sense” 
the true feelings of the doctor; 

—overattentiveness and submissiveness in con- 
tact with the patient—this often goes to- 
gether with repressed resentment and may 
be called our overcompensation (“I am so 
nice to my patients—I am sure I have no 
hostility towards them’’) ; 

—excessive explanations and self-justification; 

—presenting your own symptoms to the pa- 
tient (‘Do you know, I am also suffering 
from terrific headaches and just trying to 
stand them”)—this obviously undermines 
confidence in the doctor’s skill and disturbs 
his unconscious role as a “pillar of strength” 
for his patients; 

—attempts to impress the patients excessively 
with one’s own qualifications, professional 
successes, etc. Patients have the right to 
be acquainted with their doctor’s profes- 
sional standing, but should learn about it in 
an objective, dignified matter-of-fact way, 
usually not from the doctor himself; if this 
is overdone, it signifies the doctor’s serious 
insecurity and lack of self-confidence; 

—excessive complaints about patients; 

—unnecessary legal actions; 

—overcharging the frustrating patients; 

—losing one’s temper with the patients; 


and finally, the most serious degrees of 
faulty defences will include: 


—withdrawing from contact with patients, up 
to closing one’s practice; 

—reactive depression, up to a psychotic level; 

—excessive rationalization of one’s own errors 
and failures, up to the total paranoid inabil- 
ity to see them in the light of objective re- 
ality. 


All the above spontaneous, immature 
and imperfect defences may be replaced 
by the positive ones, including: 


—recognition of one’s own skill; confidence in 
one’s training and experience; an honest ef- 
fort to keep it on the level through contin- 
uous effort to refresh and increase it as 
much as possible; 
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—acceptance of one’s own limitations; the 
ability to face failures with a clear con- 
science: “I have done my honest best.” 


Many, especially young doctors, display 
in their practice some features of an ob- 
sessive-compulsive attitude. They feel 
that they must do something about the 
patient’s problem and feel utterly uncom- 
fortable, if they cannot suggest a suitable 
solution, or feel angry, when the patient 
makes another decision or gets better his 
own way. In dynamic psychiatry we call 
it the “directive” attitude, opposing it to 
the “non-directive” one, where the doctor 
attempts to keep himself in the back- 
ground as much as possible and lets the 
patient formulate, discover and pursue his 
own, individual solutions. Let us not for- 
get, that while the ‘directive’ manage- 
ment fosters dependence and insecurity in 
the patient, and burdens the doctor with 
responsibility often beyond his skill and 
willingness to bear it—the non-directive 
approach helps the patient to learn the 
more independent attitude and to grow 
emotionally. In the first case the doctor 
plays the role of an efficient, but domineer- 
ing and authoritative father, who unwit- 
tingly suppresses emotional development 
of his children; in the second case, he be- 
comes a wise, serious parental figure, sup- 
porting without domination and guiding 
while paying attention to and respecting 
the child’s own personality. 

A well adjusted doctor acquires some 
fundamental freedoms: he is free to face 
his own errors without undue upset, free 
even to talk about his failures, free to ask 
for consultation, free to let the patient 
talk to him about other good doctors, free 
to discuss with the patient the problem 
of fees without embarrassment or hostil- 
ity, and even free to listen to the pa- 
tient’s own ideas about what is wrong 
with him and how his ailments should be 
treated. You can always learn from your 
patients, unless your lack of self-confi- 
dence forces you to feel it beneath your 
dignity to pay attention to their “incom- 
petent” remarks. Many experienced psy- 
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chiatrists know that occasionally when « 
therapeutic interview comes to a stanc.- 
still, simply offering the initiative to the 
patient through a period of silence, or « 
vague, indifferent question, may briny 
about some most significant contributio: 
from him. 

Contrary to the common opinion thai 
establishing proper emotional rapport is 
very time consuming, it may be actually 
time-saving from the point of view of the 
final outcome of diagnosis and treatment. 
In most cases you should first observe a 
few simple stages: 


First: Warm the patient up, show your 
undivided attention to him, build up his 
ego: “I am glad you were able to come 
on time from your work,” “TI am really 
sorry you had to wait,” “Just sit down and 
feel at home,” “You must be angry hav- 
ing to see a doctor on such a hot day,” 

As you see we are trying to help the 
patient to feel more important, less anx- 
ious and insecure; to ventilate his hos- 
tility and to show to him that the doctor 
is strong enough to face all those feelings 
in his patient. 

Second: Try to formulate the diagnos- 
tic hypothesis‘: The real cause of the pa- 
tient’s visit, his main complaints, basic 
symptoms, his own diagnosis (‘‘What do 
you think is wrong with you?”), his idea 
of yourself (‘How do you think I am go- 
ing to help you?” ‘What do you think 
should be done for you now?”’) Very often 
the patient would attempt to put him- 
self in your lap by answering: ‘Well, you 
are the doctor—it is up to you.” In many 
such cases you would benefit by playing 
the ball back to him: “Sure, but most of 
the intelligent patients have their own 
ideas about their condition or have seen 
other people treated for similar things.” 

Third: Remove yourself as far back 
as possible: This occasionally may fo!l- 
low after the first step and markedly as- 
sist in formulating the diagnostic hypoth- 
esis. Let the patient talk, you just lis- 
ten sympathetically, attentively and often 
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“reflect the feelings’’: “I see, you got quite 
upset by the fire,” “So you are really wor- 
rying about your eyes,” ‘You just can’t 
stomach your new secretary,” “I see you 
are really worrying about your exams,” 
etc. Try carefully not to interrupt; avoid 
passing quick judgments; don’t rush with 
reassurance at this stage; at the most 
he'p your patient to find out his own so- 
lution: “So what would you like to do 
now?” ‘What do you feel I should help 
you to do?” A young medical intern de- 
veloped a few symptoms suggestive of 
multiple sclerosis. When the diagnosis 
was confirmed he became quite disturbed 
and in spite of the strong insistence of 
the staff doctors that he should continue 
his work, he decided to quit and returned 
to his family. In the last attempt he was 
approached in the non-directive way and 
helped to discuss gradually his plans for 
the future. He did most of the talking 
and slowly developed the whole picture of 
his returning home: trying to get some 
work in his locality, preparing for the 
state examination and building up his 
practice. Finally he realized that no 
change in his present condition was nec- 
essary, abandoning his immature reaction 
to illness. 

Fourth: Help the patient according to 
his real needs: You may find now that 
your effort at reassurance, to recommend 
the operation, explain the psychosomatic 
nature of the condition or help the pa- 
tient to accept his limitations have al- 
ready been largely done—and certainly 
better assimilated—by the patient him- 
self. Do not let this reduction in your 
“healing power’ frustrate you unneces- 
sarily. Enough gratifications should come 
from the recognition that you have wisely 
assisted an independent human being in 
healing himself, rather than from the con- 
templation of your own omnipotence. 

SUMMARY 

1. Most of the frustrating experiences 
in everyday practice come from feelings 
emerging in the doctor-patient relation- 
ship, 


2. Only infrequently may their real or- 
igin be promptly seen as most of them 
have their hidden roots in the total per- 
sonality of the doctor or a particular pa- 
tient. 

3. Careful observation of oneself and 
attentive study of the patient’s emotional 
needs and frustrations help the doctor to 
understand the true nature of the mutual 
emotional relationship. 

4. The doctor’s own personality and its 
projection into the therapeutic situation 
has an important healing property. 

5. Good control over immature emo- 
tional reactions, adequate knowledge and 
experience with constructive psychody- 
namic reactions diminish considerably 
professional frustration. 

6. Whenever the physician feels that 
his emotional involvement with patients 
is worrying him too much he may find it 
valuable to discuss the situation freely 
with an experienced psychiatric colleague. 

7. Medical students should be helped to 
understand the psychodynamic nature of 
medical practice in a series of lectures and 
—better still—in discussing real experi- 
ences with patients. This aspect of med- 
ical education is still very inadequately 
developed and should probably be best 
supervised by an experienced member of 
the psychiatric teaching faculty. 


320 Avenue B East, Bismarck, N. Dakota. 
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One of the most common and baffling 
problems among women is that of sexual 
frigidity—in any of its degrees of occur- 
rence, Some survey statistics to the con- 
trary, the widespread clinical impression 
among physicians suggests that more 
women are frigid and that women are 
more frequently frigid than otherwise. 
The now well known story about the psy- 
chiatrist who repaired each evening to a 
dairy farm to watch the cows for a few 
minutes because there he could see some 
contented females, highlights the preva- 
lence and intensity of this problem. The 
corollary of this story is the quip attrib- 
uted to a frustrated wag who is supposed 
to have represented the male view of nom- 
inating for eternal damnation the man 
who informed women they should reach 
orgasm in sexual intercourse. 

The extensive prevalence of frigidity 
among women suggests that a social or 
cultural factor is involved. A clue to the 
nature of such a factor is found in a clin- 
ical entity, more widespread than is gen- 
erally believed, a mental state that may 
be termed pseudo-frigidity. Ignorance re- 
garding this condition may be attributed 
to the absence of intensive history-taking 
or the omission of ‘‘delicate’”’ questions. 
The condition of female pseudo-frigid- 
ity usually presents a picture somewhat 
as follows: The woman is married, may 
have children, is fond of her husband. She 
states her marriage is good, her husband 
is a wonderful person, and that she wants 
to keep her marriage intact. Whatever 
complaints she makes may be moderate 
and vaguely physical or of a general psy- 
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Aim-Inhibited Female Sexuality in the Course 
of Maturation 


MAURICE E. LINDEN, M.D. 


chological character—as, for exam} e, 
headaches, “‘nervousness,”’ fitful sleep, bad 
dreams, vague feelings of inadequacy, ¢:c. 
In the absence of further and penetrating 
questioning, a complete physical exami a- 
tion and exhaustive laboratory progran: is 
embarked upon. The results are usually 
essentially negative. Commonly, treat- 
ment is then begun consisting of some 
tranquilizer or relaxant, supportive and 
complementary reassurances and periodic 
visits. The condition being treated usually 
does not change. 


When such a patient is finally referred 
to a psychiatrist, an important and inter- 
esting bit of information is gained. Deeper 
questioning reveals that although sex re- 
lations with the husband were reasonably 
satisfactory early in the marriage, they 
have deteriorated into a mere “chore” or 
“duty” of late for the woman. Her part 
in the sex act is by all descriptions frigid 
—without hunger, without local sensory 
excitement, or orgasm. It is then often 
learned, either late in the initial psychiat- 
ric interviw, or in some subsequent meet- 
ing, that the patient has had an extramar- 


ital affair or affairs in each of which she } 
experienced intense sexual enjoyment and 4 


satisfaction. The working through of this 
interesting condition is challenging, ardu- 


ous, and difficult. Ideally the end result | 
consists of the transfer of gratifying sex- | 


ual interest and activity to the spouse. 

The dynamic formulation of pseudo-'ri- 
gidity usually reveals a complex netw: rk 
of multiple factors—including boredom, 
tepid love, tedium, hidden resentme)'ts, 
unresolved childhood conflicts, lacunae of 
conscience, opportunity, and a host of 
others. To be sure each patient presents 
a highly personal and individual conc: te- 
nation of private needs. 

However, in the clinical experience of 
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the present author there is one factor 
which seems common to all such patients, 
aid, indeed, is found on an almost univer- 
se| scale. This factor concerns the rela- 
tive positions of subordination and libe- 
ra‘ion the woman experiences in and out- 
sie of her marriage. 

3efore entering further into formula- 
tin of the foregoing, it is well to consider 
br efly the thesis that has been made pop- 
ul. r by scores of students of the humani- 
tics, the thesis which holds that in the 
U: ited States concurrent with the advent 
an | advance of the industrial revolution, 
thre has developed a progressive ex- 
ch: nge of social, family, and psychologi- 
ca! roles between men and women. Owing 
to -he success of the feminist movement, 
fer ale emancipation, suffrage, child labor, 
incustrial gigantism and many additional 
grcat social upheavals, the past two cen- 
tuiies have witnessed a progressive dimi- 
nuiion in the aggressive and dominant 
roles of men coupled with a progressive 
ascendancy and dominance of women in 
family and cultural life. The diluted ag- 
gressiveness and masculinity of men and 
the increasing role of women as problem 
solvers, decision makers, and _ discipli- 
naiians within each household, are auto- 
matically made part of each child’s char- 
acter makeup in the course of childhood 
maturation, 

The combination in each boy and girl of 
biological sex characteristics and opposite 
psychosexual elements invariably means 
a preservation of pre-oedipal personality 
features which must, perforce, perpetu- 
ate ambivalence. Ambivalence interferes 
with completion to full gratification of 
the sexual act, because by its very nature 
it implies that each sexual participant is 
simultaneously serving two psychologi- 
cal masters, 

The formulation of some of the dynam- 
ics apparently operating in the pseudo- 
frigid female is as follows: The patient 
has emerged from childhood in a state of 
ambivalent psychosexuality—a condition 
of unconscious and conflict-full homosex- 
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uality. Since character development has 
not yet become rigid or wholly crystal- 
lized even in the late teen years and early 
adulthood, the girl’s feminine qualities 
are still relatively unobscured during the 
early part of her marriage and she is ca- 
pable of achieving considerable feminine 
sexual gratification, 

As the marriage progresses and chil- 
dren enter the picture, the woman’s hith- 
erto covert masculinoid role comes to the 
fore. Competitiveness and power-strug- 
gles become commonplace. The male’s 
profound feelings of inadequacy, inferior- 
ity, and self-doubt are enhanced. Neurot- 
ically compromised, his leadership is par- 
alyzed and some personality regression to 
increasing passivity (a feminine quality) 
seems to occur. Thus he becomes the 
“nice guy” who is a subtle object of con- 
tempt and loathing to the aggressive wife. 
Now their roles are exchanged during sex- 
ual intercourse, also. The woman’s female 
anatomical parts are no longer heavily 
invested with interest and anticipation; 
sensory stimulation is greatly diminished; 
and her role becomes increasingly psycho- 
logically aggressive. As a consequence 
the woman cannot experience real pleas- 
ure in either role—her conscious feminine 
one and her unconscious masculine one. 
She is thus compromised into lack of sex- 
ual pleasure. It is also of interest that 
simultaneously the husband’s role becomes 
diffuse, diluted, and ambivalent. As a 
rule his completion of the sex act consists 
of little more than mechanical, slightly 
pleasurable, ejaculation without true or- 
gasm. 

It is thus seen that the woman’s lib- 
erated role in the marriage neutralizes her 
passivity, stifles her femininity, and in- 
tensifies her intersexual conflict. The ex- 
tramarital love affair into which she grav- 
itates is usually tempestuous, torrid and 
full of sensual expectancy. She becomes 
a “slave to love’’—subordinated to the 
role of her clandestine lover. Her love 
adorns him with idealized and fantastic 
masculine strength. She automatically 
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becomes subservient in a passive, feminine 
way to her fantasy-embellished “master.” 
Univalent femininity holds sway and she 
again experiences “young love.” The af- 
fair extramaritally, or as a marriage in 
the event of divorce, usually fails sooner 
or later, as the fantasied male master as- 
sumes mundane proportions, becomes a 
prosaically inadequate man, and is re- 
duced to a relatively loathsome object— 
the fate of most such lovers. 

Such a situation is resolved if the 
woman patient can be restored to a truly 
feminine position. This is often the task 
of psychoanalysis, Even the most inten- 
sive forms of therapy, however, may not 
be wholly successful and many women re- 
sign themselves to a less-than-satisfac- 
tory married life for social reasons. The 
restoration of femininity in the woman is 
often paralleled by the expression of fairly 
healthy masculine aggressiveness in the 
husband. The improved relative roles 
make for more gratifying family and so- 
cial relationships in all directions. 

A particularly interesting group of un- 
conscious conflicts leading to relative sex- 
ual frigidity is seen in many women. One 
woman patient in the course of psycho- 
analytical investigation and treatment put 
the matter succinctly as follows. (Her re- 
marks are taken out of context and con- 
nected in a sequence different from their 
occurrence during treatment.) 


“T’ve always had a strong sexual appetite— 
sometimes even to the point of promiscuity. But 
I’ve never reached orgasm. I’m still hungry and 
unsatisfied after almost any amount of sex. I’ve 
noticed that down deep I hate and envy men, 
even though I long for them. I want to be loved 
and I entice the man to seduce me. But when 
we're engaging in the act I feel as though my 
parts had trapped the unsuspecting man. I seem 
to view him as off from a great distance. I’ve 
trapped him and have him in my power. I start 
to experience great excitement and seem to get 
close to orgasm. But suddenly I see my lover 
as a puny, emasculated child. I have drawn away 
his power—my cooperation has made him weak 
and exhausted. For a moment I feel strong, 
his boss, and destructive. Then suddenly I seem 
to feel as he does. I guess I must be identify- 


ing myself with him. Then, I, too, am like an 
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impotent male. I don’t really enjoy that feeliig 
and I grow disgusted. Soon after the act Im 
sexually very hungry again.” 

The identification with the male is so 
marked here as to require little comment. 

In the absence of treatment such rcle 
conflicts are not resolved. Their fate is a 
matter of considerable significance in ger- 
iatrics and gerontology. The male iden- 
tification in many women is enhanced by 
lovelessness in marriage, menopause, in- 
corporation of the male through grief and 
guilt following his death, and involutional 
changes in sex organs and other enco- 
crines. Sometimes these events are fol- 
lowed by increased sexual interest. More 
often they are accompanied by a feeling of 
relief paralleled by increasing masculine 
personality qualities. Thus in many older 
women, when the original aim of the sex- 
ual drives is inhibited, the neurotic, role 
exchanged ambition is gratified and the 
woman enjoys a relatively new form of 
liberation. As her feminine, maternal 
drives become obscured, her identification 
with the male becomes more complete and 
she feels refreshed in her new leadership. 
But twinges of deep discomfort continue 
to be felt as her social milieu becomes 
progressively estranged. Thus her late 
adult leadership is increasingly expressed 
in a social vacuum, Finally, without en- 
vironmental support her psychological de- 
fenses either crumble, as in depression, or 
become pathologically intensified, as in 
paranoid states. 

It may be safely concluded that uncon- 
scious role exchange in both sexes con- 
tinuing unaltered into later maturity is 
destined to eventuate into personality re- 
gression and some degree of disintegra- 
tion. The psycho-physiological interrela- 
tionships are such that the older person’s 
psychological regression is accompanied 
by physiological regression. It may be 
seen that premature senility and many of 
the psychoses of later maturity ze 
founded upon unresolved life-long psyc 10- 
sexual conflict. 
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tl 


172 
Ci 
st 
Pp 
Of 
al 
ag n¢ 
of 
tu 
SC 
th 
tu 
Sp 
q no 
ba 
tie 
| 
: 
stu 

bet 
teri 
Ne 
d 
emy 
Oct 


1961 


PSYCHOSOMATICS 173 


Anxiety and Psychosomatic Symptoms 
STANLEY LESSE, M.D., MED. Sc.D. 


Beginning with Freud'* and Ferenczi* 
many of the psychiatric investigators of 
psychosomatic disorders stressed the psy- 
chodynamic mechanisms associated with 
the appearance of particular psychoso- 
matic illnesses. Gradually, specific dy- 
namic mechanisms were formulated for 
the specific psychosomatic problems. 
These stereotyped psychodynamic formu- 
lations have been passed down through 
the literature and have been copied and 
incorporated by almost two generations 
of psychotherapists. In many instances 
the papers in which the original psycho- 
dynamic mechanisms were formulated 
were based upon a very small number of 
cases, most of which were inadequately 
studied from the organic and descriptive 
psychopathologic standpoints. These early 
psychodynamic schemes, and indeed many 
of the more recent studies suggesting the 
presence of specific psychodynamic mech- 
anisms for specific psychodynamic ill- 
nesses, have not been adequately investi- 
gated in relationship to a broad spectrum 
of psychosomatic syndromes. Unfortu- 
nately, many of the psychodynamic for- 
mulations propagated through the litera- 
ture are examples of theory, paraded as 
scientific fact, with the strong implication 
that these formulations are causal in na- 
ture. This concept of psychodynamic 
specificity in psychosomatic medicine can- 
not be confirmed or substantiated on the 
basis of a study of a larger group of pa- 
tients having one or more psychosomatic 
difficulties. 


During the past nine years I have been 
studying the psychodynamic relationship 
between the quantitative degree of anx- 
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iety and the production and amelioration 
of other clinical psychiatric symptoms.** 
Varying clinical techniques were used in 
this research problem, namely: 

1) Intensive reconstructive psychoanal- 
ysis; 2) Psychoanalytically oriented psy- 
chotherapy; 3) Hallucinogenic drugs 
(mescaline and lysergic acid); 4) Intra- 
venous phenothiazines, a) in treatment of 
severely ill schizophrenics or agitated de- 
pressed patients, b) to block the effects 
of hallucinogenic agents; 5) Electroshock 
therapy; 6) Psychosurgical procedures 
performed on conscious schizophrenic pa- 
tients under local anesthesia. 

Using one or more of these techniques 
I have studied more than 500 patients in 
whom I have correlated the degree of anx- 
iety with the production and amelioration 
of other clinical psychiatric symptoms. 
One hundred and six of these patients had 
psychosomatic disorders as part of their 
problem. They included the following: 


No. Pts. 

Autonomic faciocephalgia 22 
Essential hypertension 15 
EGEMIA: 2 


In some instances one patient had more 
than one psychosomatic disorder. Psy- 
chosexual problems such as impotency, 
frigidity, etc., were not considered in this 
investigation. 

In all phases of my studies I defined 
anxiety in the broadest possible fashion, 
namely “that it is a psychophysiologic 
phenomenon synonymous. with fear, 
whether it was generated by unconscious 
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conflict or actual environmental threats, 
whether these threats were biosocial or 
internal biochemical disturbances. The 
definition was purposely very broad be- 
cause: 1) The lack of clear-cut biochem- 
ical or psychophysiologic parameters 
available for the study of anxiety and 2) 
in the acute experiment it is not feasible 
to attempt to differentiate between the 
fear of the experimental situation and the 
emergence of unconscious terrors, espe- 
cially on a quantitative basis. 

I analyzed anxiety down to four compo- 
nents: 


Verbal 
Autonomic 


Motor 
Affectual 


I attempted to quantitate each compo- 
nent weighing them all together to give 
the final evaluation of the degree of anx- 
iety present. The details of this system 
of evaluation have been presented in pre- 
vious studies.** 


Relationship Between Mounting 
Anxiety and Development of 
Psychosomatic Symptoms 

I have previously reported that there is 
a direct relationship between the quanti- 
tative degree of anxiety and the formation 
of other clinical psychiatric symptoms 
(i.e. phobias, hypochondriasis, obsessive- 
compulsive states, delusions, hallucina- 
tions.*° I found also that in the vast ma- 
jority of cases an increase in the motor 
component of anxiety was the heralding 
indication of mounting anxiety and that 
other psychiatric signs and symptoms did 
not manifest themselves until there was 
a definite alteration in the affectual com- 
ponent, Autonomic changes usually pre- 
sented themselves simultaneously with the 
increase in the affectual component. 

I was able to obtain very detailed his- 
tories of the development of the psychi- 
atric illnesses of 92 patients with particu- 
lar attention to the relationship between 
environmental stresses, the appearance of 
various components of anxiety and the 
onset of psychosomatic symptoms. 


MAY-JUNE 


In the vast majority of patients the psy- 
chosomatic symptom or symptoms did not 
exist as an isolated clinical pattern. Usu- 
ally they were just part of the mosaic of 
clinical psychiatric symptoms that ap- 
peared secondary to the mounting anx- 
iety. Indeed it was uncommon for a psy- 
chosomatic symptom to be first in the pro- 
cession of symptoms that is usually pres- 
ent in the developed clinical psychiatric 
picture. One or more symptoms such as 
phobias, hypochondriasis, obsessive-com- 
pulsive states, etc., were present before 
the appearance of a psychosomatic dis- 
order in 74% of the patients included in 
this report. There was no particular predi- 
lection for any given symptom to precede 
a psychosomatic disorder; however, it was 
very rare (1 case) for delusions, illusions 
or hallucinations to antedate a psychoso- 
matic problem. 

From the broader aspects I found that 
81 (88%) of 92 patients with definitive 
histories demonstrated a definite mount- 
ing level of anxiety prior to the onset of 
any other psychiatric symptoms, and that 
66 (82%) of these 81 patients had an in- 
crease in the motor component heralding 
the presence of an emotional disorder. 
Also, 61 (75%) of these same 81 patients 
had definite changes in the affectual com- 
ponents prior to the appearance of well- 
defined psychosomatic disturbances. This 
was expected, for in previous evaluations 
I had repeatedly noted that the changes 
in the autonomic component of anxiety 
usually paralleled the increase in the af- 
fectual component, 

This sequence of findings could be ob- 
served when the patients were experimen- 
tally placed under extremely stressful sit- 
uations (i.e., following the administration 
of Mescaline, or LSD-25, or during the 
performance of a craniotomy under local 
anesthesia). The same pattern of symp- 
tom appearance was noted during inten- 
sive reconstructive psychoanalysis or dur- 
ing brief psychoanalytically-oriented psy- 
chotherapy in combination with drugs of 
the phenothiazine group. As we all know, 
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the very process of free association causes 
considerable stress in many patients. I 
noted, for example, that 54 of the 68 pa- 
tients treated by the combined brief psy- 
choanalytically oriented psychotherapy- 
phenothiazine technique had periods of 
marked stress associated with treatment. 
Forty-five of these 54 patients (83%) re- 
sponded to the stressful situations by an 
initia] increase in the motor component of 
anxiety (restlessness, increased muscle 
tension). This preceded an increase in 
affectual manifestations and the changes 
in the autonomic component paralleled the 
affectual changes in all but a few in- 
stances. The psychosomatic symptoms 
represented a localized repetitive accentu- 
ation of autonomic dysfunction as part of 
the phenomenon of mounting anxiety. 


Relationship Between the Lessening 
of Anxiety and the Amelioration 
of Psychosomatic Symptoms 

I have observed that the degree of anx- 
iety must first be decreased before a symp- 
tom or succession of symptoms disap- 
pears, The transition period in which the 
symptom was relatively free of its orig- 
inal emotional impact prior to the com- 
plete disappearance of the symptom is 
clinically quite striking. Also the last 
symptom to appear during the period of 
mounting anxiety is usually the first to 
disappear as the level of anxiety is re- 
duced. Indeed in the vast majority of in- 
stances, the general pattern of symptom 
disappearance is the reverse of the se- 
quence of symptom appearance. 

The motor component is the first ele- 
ment of the phenomenon of anxiety to be 
reduced. However, not until the affectual 
component is significantly lessened do the 
other psychiatric symptoms (i.e. phobias, 
hypochondriasis, obsessions, etc.) disap- 
pear, Amelioration of the autonomic 
component almost always parallels the de- 
crease in the affectual component and 
therefore the onset of improvement in the 
psychosomatic symptoms is noted about 
the same time as the disappearance of the 


phobias, obsessions, hypochondriacal com- 
plaints, etc. These observations are seen 
with great consistency with all types of 
therapy. Only the rate of change varied 
with the different types of therapies. It is 
noted, however, that in the absence of 
fixed organic lesions, psychosomatic symp- 
toms, once they begin to improve, are 
commonly ameliorated more rapidly than 
other psychiatric symptoms. 


Specific Psychodynamic Formulations 
of Specific Psychosomatic Disorders 

In these studies there was no substan- 
tiation of the belief commonly expressed 
in the literature that there are specific 
dynamic mechanisms for specific psycho- 
somatic problems. To the contrary, a 
study of the psychodynamic mechanisms 
in a broad spectrum of psychosomatic 
problems is characterized more by the 
similarity in these mechanisms than by 
their differences. The reason why one 
patient develops dysfunction of an auto- 
nomically regulated system cannot as yet 
be explained on the basis of psychody- 
namic formulations, A greater knowledge 
of what contributes to the formation of a 
locus minoris resistentiae will be neces- 
sary before this problem will be solved. 


15 W. 81st St., New York 24, N. Y. 


BIBLIOGRAPHY 

. Freud, S.: The Justification for Detaching 
from Neurasthenia a Particular Syndrome: 
The Anxiety Neurosis (1894). Collected Pa- 
pers, Vol. I. London: Hogarth Press, 1949, pp. 
76-106. 

2. Freud, S.: Psychogenic Visual Disturbances 
According to Psychoanalytic Conceptions 
(1910). Collected Papers, Vol. II. London: 
Hogarth Press, 1949, pp. 105-112. 

3. Ferenczi, S.: The Phenomena of Hysterical 
Materialization in Further Contributions to the 
Theory and Techniques of Psychoanalysis. 
London: Hogarth Press, 1926, Chapter VI. 

. Lesse, S.: Am. J. Psychother., 10:448, 1956. 

5. Lesse, S.: Experimental Investigations on 
Psychosurgical Patients. In Experimental 
Psychopathology, Ed. Hoch, P. and Zubin, J. 
New York: Grune & Stratton, 1957. 

6. Lesse, S.: J. Nerv. & Ment. Dis., 127:124, 1958. 

. Lesse, S.: Am. J. Psychother., 13:440, 1959. 

8. Lesse, S.: J. of Neuropsychiatry, 1:28, 1959. 


NE 

ot 

of 

2S- 
ric 

as 
m- 

re 

is- 

in 

di- 

de 

ras 

ns 

rat 
ive | 
nt- 

of 

nat 

in- 

ing 
ler. 

nts 

ell- 

his {| 

ons 

ety 

af- 
ob- 
en- 
sit- } 
ion 

the 
cal 
np- 
; 
sy- 

of 

ow, 


This report is based on three years of 
experience in one of the larger general 
hospitals in Brooklyn, New York, where 
there are no beds assigned to psychiatric 
patients. My staff is called on to deal 
with the psychiatric complications which 
arise in the various services. Basically 
we attend the medical service cases and 
we do this in the form of teaching consul- 
tations held weekly on each ward. When 
there is no urgent problem the staff se- 
lects a case. The patient is seen by the 
psychiatrist and an informal discussion 
is held at the next scheduled meeting. We 
avoid theoretica] discussions and stick to 
the practical problems presented. 

In addition to this role I have served 
as the general troubleshooter for the other 
services. This has provided the opportu- 
nity to observe the general attitude of a 
rather large staff toward psychiatry. 
Many serve as instructors to the medical 
students who also attend our hospital. 
This lends special importance to any eval- 
uation of thé relationship and utilization 
of the psychiatric staff, which is essen- 
tially analytically trained. 

I still find it necessary to take my own 
histories on patients. This appears to be 
out of fashion. Though a good percent- 
age of the house staff have an awareness 
of psychological pathology and dynamics, 
this material rarely ever appears on the 
charts. It is as if they are embarrassed 
by their knowledge and are not encour- 
aged by the visiting staff to overcome this 
discomfort. In some instances the etiol- 
ogy of this suppression definitely rested 
in identification with the patient as a psy- 
chiatric casualty. 

It is my impression that far too many 
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physicians ignore the psychological in- 
pact which hospitalization has upon pa- 
tients. Anxiety is not adequately dealt 
with and too often goes on to panic and/or 
behavior disturbance. The doctor and 
his associates become objects of fear and 
the patient’s reaction resembles that of 
the child separated from mother. Not in- 
frequently the staff physicians react by 
unconsciously accepting and acting out 
the role of the threatening and punishing 
parent. Once out of role the doctor does 
not receive his patient’s confidence since 
his behavior mozilizes the patients de- 
fenses and also increases regression to 
the infantile state. A very important psy- 
chological factor which then increases is 
the fear of death. Let us not forget the 
general awareness that it is the doctor 
who pronounces one dead. 

A case which illustrates this was that of a 
woman in her late forties referred to me by the 
surgical service. Her condition had required a 
colostomy prior to further surgery. Following 
the colostomy she had become progressively un- 
cooperative, hostile and withdrawn. She fought 
those who approached her and remained immob- 
ilized in bed in an almost catatonic like state. 
Serious decubitus ulcers had developed. Her 
family had complained she was out of her head 
and mumbling to people who were not there. 
The picture certainly resembles a psychotic re- 
action. 

One factor struck me. I could not communi- 
cate with her because of language handicap. I 
suggested that the patient’s environment be mod- 
ified and enlisted the aid of a young doctor and 
others who spoke the patient’s language. Thus 
she was provided with the kind of reality she 
was familiar with and her situation was ex- 
plained to her. The results were remarkable in 
that she was happily ambulatory in two weeks 
with complete dissolution of psychotic-like mani- 
festations. The difference between the surgeon’s 
approach and that of the psychiatrist was an 
awareness of the fact that psychoses are not 
the only factors which disturb contact with re- 
ality. 


In the above case the psychiatric serv- 
ice had been called upon to consider trans- 
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fer of the patient to a mental hospital. In 
addition to being utilized as a means of 
transferring patients who threaten the 
omnipotence of the physician I found that 
the psychiatrist is also prescribed. This 
is a process in which the consultation re- 
quest slip becomes synonymous with the 
Rx pad. This is a “dumping phenomenon” 
which some members of the staff sadisti- 
cally enjoy. 

I have consciously used the above lan- 
guage since it does appear at times that 
the patient is dealt with as objectionable 
bowel content. However, since the advent 
of the presence of adequately trained psy- 
chiatrists on the staff, the number of pa- 
tients transferred to other hospitals for 
treatment of mental disorders has dropped 
considerably. In the past three years I 
have averaged one such transfer a year. 
If all requests for such disposition were 
put into effect the number would average 
twelve a year and if we added the poten- 
tial suicidal cases there would be many 
more. 

Thus the advantage to the staff is the 
opportunity to observe and discuss the 
handling of such problems in terms of 
specific cases. This is another contribu- 
tion to the teaching function of the hos- 
pital, Not all are happy about this since 
the need for special nursing care does at 
times exist. At times this produces com- 
plaints from the administrative staff, but 
We are in a situation where the psychi- 
atric building of our county hospital has 
no adequate facilities for the care of men- 
tal patients with acute medical or surgi- 
cal illness. 

In our contacts with the staff we try 
to develop the attitude that one need not 
be embarrassed by ignorance, and that 
the more mature response would be in- 
creased curiosity. This paid dividends in 
the following case: 

A young woman who had been admitted for 
uterine bleeding had been discharged after a 
currettage. She shortly returned to the hospi- 


tal because of additional bleeding. The resident 
felt there was no need for alarm and could not 
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understand the patient’s attitude. She claimed 
the first operation had been ineffective and 
should be repeated. I suggested that we face 
the patient with our ignorance and after a few 
minutes conversation she told of her belief that 
the fetal head had been retained and that she 
had inserted a scissor to extricate it. This as- 
sumed pregnancy, which she felt still existed, 
was related to an undesirable affair. Needless 
to say this psychotic and potentially suicidal pa- 
tient was referred to a mental hospital. The staff 
was amazed that they had not been able to rec- 
ognize a schizophrenic reaction since there were 
none of the more usually described symptoms 
readily evident. 


Our obstetrical service has become more 
aware of the depressive reactions their pa- 
tients have. On this service, a hypersen- 
sitivity to suicidal intent developed as il- 
lustrated by the following case I was 
asked to see: 


The patient had hidden a butterknife under 
her pillow and had been observed standing by the 
fire escape. Following her delivery she had been 
sad, tearful and preoccupied with emotional prob- 
lems she would not disclose. She had not lost 
her appetite and conversed freely with her neigh- 
bors. This patient explained the knife incident 
as related to her desire to snack between meals. 
She liked jelly on toast. Concerning the fire 
escape she said it was hot and others aired them-: 
selves too. However she did not wish to see her 
newborn child at all and refused to explain her 
tears except to say it was a personal matter. 
This was a patient with a history of a short stay 
in a mental hospital, a factor which influenced 
the staff considerably. She also complained bit- 
terly about being under constant observation by 
a special nurse ordered by the staff. 

I observed this woman’s reaction to seeing her 
neighbor’s little girls in the street below. With 
a big smile she informed the other patients of 
their presence. They were ‘darlings’ to her. 
Here was positive affect. This woman spoke af- 
fectionately of her other child. Somewhat con- 
vinced that I was trying to get a clear picture of 
the situation so I could be of help, she said her 
husband had left her while she was pregnant 
and so she was tearful. I did not accept this as 
the whole story. With her agreement to be co- 
operative, I removed the special nurse, overrid- 
ing the protests of the resident. I requested the 
social worker to immediately contact the patient 
and try to uncover what she was suppressing. 
My suspicions were confirmed when she promptly 
revealed to the worker that this was an out-of- 
wedlock child which she was offering for adop- 
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tion. This actually was the main cause of her 
tears and refusal to see the child. She was at- 
tempting to deny and isolate herself from her 
maternal feelings. 


These cases are mainly exceptional in 
that they vividly present the more com- 
mon experience. Our young doctors are 
trained in the science of medicine but not 
the art. Their psychiatric training is in- 
adequate and also mainly intellectual. 
They are hypersensitive to their own in- 
adequacies and rarely attempt to explore 
psychodynamics in terms of their com- 
plete role so far as the patient is con- 
cerned. I gathered the impression that 
the result of their psychiatric training is 
that they intellectually utilize “psycho- 
dynamics” much as the pathologist util- 
izes his sharp instruments to dissect the 
cadaver. It is this intense denial of hu- 
man feeling, of affect, which indicates 
their inability to handle adequately their 
own anxieties and their unexplored drive 
to be omnipotent. 

In the first case I presented it was not 
just the patient that exhibited signs of 
disturbed contact with reality; the staff 
had precipitated a crisis via tubular vision 
of the doctor-patient relationship. It was 
a colostomy and not a frightened middle- 
aged woman they saw on their mental 
screen. Unfortunately the blind spots 
were not removed by our demonstration. 
Time does not permit me to discuss more 
recent incidents. 

The second case was that of missed di- 
agnosis due to the lack of flexibility of 
thought and an inability to establish rap- 
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port and take a good history. The curet- 
tage may not have been necessary since 
the bleeding was self induced. It is quite 
possible that the pregnancy was an hallu- 
cination, There was failure to take an 
adequate history or perform verifying 
tests. 

The third case again is more the prob- 
lem of the staff than the patient. A very 
important clue, the woman’s refusal to see 
her child, was undervalued, while empha- 
sis was placed upon suicidal intent, to the 
point that symptoms were practically 
manufactured. 

The subject of the interplay of the psy- 
chological problems of the physician and 
his patient is as yet not adequately being 
considered in staff conferences. I am sure 
this is gradually changing at our hospital. 
The same must be taking place in all other 
hospitals where the psychiatrist is active 
in the teamwork of the practice of medi- 
cine. No specialist should remain iso- 
lated by his specialty. That is why meet- 
ings such as this must expand until all un- 
derstand the psychological factors of ill- 
ness as well as the somatic. In addition 
to highlighting those illnesses in which 
we are learning that psychological factors 
are etiologically important, I believe that 
psychosomatic awareness is a major step- 
ping stone in the direction of understand- 
ing transference and countertransference 
in the doctor-patient relationship. More 
enlightenment in this area will restore art 
to this field to which we devote so much of 
our energies, 


33 East 16th St., Brooklyn 26, N. Y. 
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Clinical Experience with Chlordiazepoxide (Librium) 


CLYDE E. STANFIELD, M.D. 


A newly synthesized psychotherapeutic 
agent broadly applicable to anxiety and 
psychophysiologic disorders became avail- 
able for clinical trial in mid-1959. Chlor- 
diazepoxide (Librium) is described by 
Randall as the first member of a new class 
of chemical compounds exhibiting unusual 
pharmacologic properties in animals: a 
unique taming and calming effect, with the 
tranquilizing properties of chlorproma- 
zine and reserpine but lacking the auto- 
nomic blocking effects, more potent than 
meprobamate in its muscle relaxant prop- 
erties, with anticonvulsant and appetite- 
stimulating properties; effective at doses 
far below the ataxic and hypnotic levels 
in contrast to the earlier compounds men- 
tioned." 


INITIAL CLINICAL EXPERIENCE 


Librium has been administered by this 
writer to more than 300 private psychi- 
atric patients since September, 1959, pre- 
dominantly office patients and general hos- 
pital in-patients with either non-psychotic 
psychiatric disorders or psychophysiologic 
reactions, The first series of 150 patients 
was selected in a climate of skepticism 
befitting the prevailing blizzard of psycho- 
therapeutic “tranquilizers” — the first 
cases representing that group which Sus- 
Sex has since described as the “hard core”’ 
of practice; viz., “mixed (neurotic) states 
(which) tend to be chronic, significantly 
disabling and consistently resistant to all 
forms of treatment.”* The prompt and 
surprising response of over half of these 
otherwise highly frustrating cases was 
matched by their often expressed concern 
that the research drug was “too good to 
be true,” and that it might for some rea- 
son become unavailable. This, of course, 


Presented at the Seventh Annual Meeting of 
the Academy of Psychosomatic Medicine, Phila- 
delphia, Pa., October 14, 1960. 


led to its application to less “hopeless” 
patients of various categories. 

A total of 150 adult cases were selected 
initially for tabulation up to March 1960— 
excluding only those patients on the drug 
found to have primary schizophrenic or 
psychotic depressive reactions, and a few 
patients who either did not continue the 
drug for longer than a few days or who 
were not available for follow-up evalua- 
tion. More than half of the series con- 
sisted of anxiety reactions with and with- 
out psychophysiologic and depressive com- 
ponents, a smaller group of obsessive-com- 
pulsive and/or phobic reactions, and a few 
character-type behavior disorders, acute 
schizoaffective reactions, and acute post- 
operative agitated states. Responses were 
conservatively rated clinically as: 


It is acknowledged that such evaluation 
is readily vulnerable to attack as subjec- 
tive and unscientific because of multiple 
variables neither defined nor controlled. 
The writer can only plead expediency for 
the purposes of a preliminary report, yet 
submits that the findings (excluding 
schizophrenic and psychotically depressed 
patients) are usefully indicative and con- 
sistent with those reported by other clin- 
ical 

Side effects (as distinguished from the 
rare contraindications) were most fre- 
quently those of (a) transient “pseudo- 
ataxia” or over-sedation while initial dos- 
age was being adjusted, and (b) mild or 
occasionally spectacular increases of ap- 
petite and weight in less than one-third 
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of patients, usually self-limited after 4 to 
6 weeks of therapy—more commonly man- 
ifest in those hospitalized patients tending 
to be anorexic and underweight at the on- 
set. No parkinsonian tremors, withdrawal 
symptoms, blood or hepatic toxicities were 
evident. Three patients who took “sui- 
cidal” overdoses of Librium (150 mg., 250 
mg., and 375 mg., respectively) experi- 
enced only drowsiness or somnolence of 6 
to 8 hours, and required no specific treat- 
ment. One patient, maintained on 150 
mg. Librium daily, ingested six Tuinal 
capsules obtained from a neighbor and re- 
quired emergency lavage and brief hospi- 
tal management for the resulting coma. 
Hines* cites reports of overdosages of 
1150 mg., and 1600 mg., respectively, in 
two cases, both of whom recovered un- 
eventfully without treatment. These in- 
stances plus the lack thus far of a single 
reported death from Librium overdosage 
appear to underline the drug’s almost in- 
credible margin of safety over the thera- 
peutic dosage. 

Most of the undesirable side effects were 
either transient or so trivial as not to 
require the discontinuance of the drug: 
Three patients with apparently atopic 
skin reactions (urticaria, erythema, pru- 
ritus) elected to continue on cautious or 
intermittent dosages rather than to relin- 
quish the symptomatic relief of their anx- 
iety—whereupon the skin reactions disap- 
peared or only rarely recurred. One of 
the original series, because of a maculo- 
papular erythema, was discontinued. A 
serious atopic reaction (confirmed by skin 
tests) subsequently required emergency 
hospitalization for a prompt and severe 
generalized edema. In the original se- 
ries other vague complaints occurred 
which were difficult to assay because of 
concurrent medications or metabolic va- 
riables: dysuria (4 cases), dependent 
edema (3), facial and dependent edema 
(1), nausea and gastro-intestinal discom- 
fort (eliminated when the medication was 
given after meals) (3), nightmares (6), 
reduced sexual interest and capacity (6). 


MAY-JUNE 


An attorney, previously dependent (symp- 
tomatically and compulsively upon heavy 
doses of alcohol, elected to discontinue 
Librium (and his relative sobriety) be- 
cause he was “too comfortable and didn’t 
bother to work.” He returned to alcohol 
but has since resumed Librium in smaller 
dosage to control extremes of tension. 

Three patients (2%) of the original se- 
ries discontinued the drug because of “par- 
adoxical” agitation and overstimulation; 
one because of subjective exacerbation of 
depressive ideation. These paradoxical 
reactions, while infrequent, were startling 
and seemingly inexplicable; comparable 
to those seen less frequently with pheno- 
barbital, more frequently with opiates. 
Nosologically, these three patients ap- 
peared to have in common a significant 
admixture of schizoid or character-type of 
emotional instability, although anxiety 
had been the dominant symptom. More 
study is needed to explain these reactions, 
and as Cohen suggests, perhaps their un- 
derstanding may give a clue as to the site 
of action of Librium.* In addition to the 
3% who discontinued the drug because 
of side effects, 23% were rated as other- 
wise disappointing in their response for 
a variety of reasons: 


(a) “Oversold’” patients tended to have inor- 
dinate expectations of medication alone, espe- 
cially those rejecting psychotherapy, lacking in 
autogenous motivation, and not previously dis- 
illusioned by prior tranquilizers; 

(b) “Escapist” patients found Librium less 
satisfactory than their earlier experience with 
alcohol, barbiturates, Doriden, and meprobamate. 
These devices had accorded a greater surcease 
from reality-awareness, from self-criticism and 
“thinking.” Such refugees from reality tended 
to be alarmed by the relative ‘“stimulation’’ of 
awareness while on Librium. 

(c) “Necessary” illness was implied where 
symptoms constituted a gain-factor aiding a 
workable homeostasis in a stressful world; ¢., 
flight from health via tenacious symptom-reten- 
tion. Administration of a potent drug to relieve 
anxiety proves other than reassuring to the pa- 
tient whose habitual methodology of adaptation 
via symptoms has become more entrenched t!:an 
his since-obscured anxiety. One defensively de- 
pendent patient remarked: “I don’t feel bette:— 
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just different. It’s frightening to feel so respon- 
sible—to have everyone suddenly tell you you're 
so much better.” 

(d) Topical disorders such as the schizophrenic 
reactions (and less consistently the schizoaffec- 
tive and character-type [dyssocial, amoral] re- 
actions) were usually disappointing. Evidently 
the lack of mobilizable anxiety is sufficient to ren- 
der Librium less effective alone than are the 
phenothiazines. 

(e) Severe autonomic imbalance associated 
with psychophysiologic disorders required ad- 
junctive medication (e.g., antispasmodics, anti- 
emetics), when Librium’s relief of the psycho- 
genic factor was insufficient alone to modify the 
symptomatic pattern. 

(f) Psychotic depressions (autogenous, as op- 
posed to neurotic depressive reactions with un- 
derlying anxiety) appeared relatively unrespon- 
sive to Librium unless combined with pheno- 
thiazines and antidepressants. The non-psy- 
chotic depressions appeared to be less consist- 
ently responsive to Librium alone than when 
combined with antidepressants (i.e., monoamine 
oxidase inhibitors, Ritalin), although not infre- 
quently the relief of anxiety was sufficient for 
dramatic mood elevation. On the other hand, 
as Bowes observes, “treatment by antidepres- 
sants alone may cause a relief of the depression, 
but produce an increase in the anxiety.’’! 


Summarizing the failures, 26% of 150 
cases were rated “fair” or “poor” in their 
clinical response; most of these required 
more intensive types of therapy or consti- 
tuted therapeutic failures. The purpose 
of the study, however, was served by de- 
liberately including a variety of diagnostic 
categories. Based upon that experience 
greater selectivity has considerably im- 
proved these statistics. Yet, not infre- 
quently, trial administration of Librium 
resulted in surprising symptomatic bene- 
fit—despite the generalizations suggested. 
Clearly, the preliminary conclusions 
drawn from the early experience must be 
subject to refinement—if not outright 
overhauling—as clinical utilization of the 
drug progresses. 


INDICATIONS 


In general, Librium appears to be most 
effective for patients presenting a signifi- 
cant component of anxiety and tension 
(moderate to severe) ; is least effective in 
schizophrenic disorders, and is usually dis- 


appointing in psychotic depressions. 
Within this framework its relatively broad 
usefulness in the approximate order of 
benefit is implied by the following tabula- 
tion: 
ANXIETY REACTIONS: 
Moderate to severe. “Free-floating” or with 
somatization and/or depression. Insomnia. Pho- 
bias. Obsessive-compulsive reactions. 
PSYCHOPHYSIOLOGIC REACTION TYPES: 
(a) Cardiorespiratory: Hyperventilation syn- 
drome. Functional tachycardia and ar- 
rhythmia. Psychogenic arterial hyperten- 
sion. Anginal ‘‘fibrositis’”” syndrome. 


(b) Gastrointestinal: Anorexia. Cardio- and 
pyloro-spasm. Irritable colon syndrome. 
Peptic ulcer pain. 

(c) Neurologic: Pain sensitivity and anticipa- 
tion. Dystonia, myospasm. Post-operative 
agitation. Psychogenic migraine and psy- 
chogenic seizures. Withdrawal agitation 
(drugs, alcohol). 

(d) Gynecologic: Premenstrual tension and ir- 
ritability. Dysmenorrhea. Dyspareunia. 


SITUATIONAL TENSION REACTIONS: 
Insomnia. Hyperirritability. Distractability. Re- 
active disorganization. 


CHARACTER (BEHAVIOR) DISORDERS: 
Aggression. Distractibility. Psychogenic inco-: 
ordination. Stutter. Symptomatic alcoholism. 


Not included in this adult series, were 
some spectacular instances of improved 
behavior and adaptation of severely dis- 
tracted and emotionally unstable children. 

Such a tabulation, of course, is not in- 
tended to imply that the drug is univer- 
sally effective in all the categories cited, 
nor that Librium alone was adequate for 
many of the psychophysiologic reaction 
types. The series, however, included a 
significant number of cases in each cate- 
gory which responded impressively to Lib- 
rium—with and without ancillary medi- 
cations when required (e.g., phenothia- 
zines for ideational or autonomic compo- 
nents, appropriate antispasmodics, and 
anticonvulsants for neurogenic seizures). 


DOSAGE TECHNIQUES 


The drug has now been released in oral 
capsules of 5, 10, and 25 mg., and paren- 
teral preparations are pending. Elixir 
preparations have not yet been perfected. 
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Clinical experience emphasizes a dis- 
tinct difference in the timing of action of 
Librium, in contrast to that of existing 
psychosedatives and ataractics: there is 
an initial effect within 30 to 45 minutes 
after oral administration, but there is 
also a 72-hour sustained effect from re- 
peated doses. The latter often demands 
readjustment of dosage after the first two 
or three days, to avoid the benign inco- 
ordination (“pseudo-ataxia”) or somno- 
lence which signals overdosage. There is 
a moderately wide variation in individual 
responsiveness, often justifying empiri- 
cally increased dosage until optimum 
symptomatic relief is achieved. Yet once 
the tailored dosage is established, the 
drug’s sustained action becomes a con- 
venience in maintenance of the optimum 
level. Because of this sustained effect of 
about three days, there is less need of mul- 
tiple daily doses—with the consequent 
therapeutic advantage of minimizing the 
patient’s preoccupation with medicine-tak- 
ing. 

The writer’s experience indicates that 
the majority of patients can be main- 
tained on larger doses only once or twice 
daily—these times to accord maximum 
benefit appropriate to the patient’s partic- 
ular stress-cycle and symptomatology. Es- 
pecially is this true of the insomniac who 
would otherwise require a bedtime hyp- 
notic: Librium at supper and/or before 
bedtime accords maximal sedation for 
sleep, with effective carry-over of tran- 
quilization during the following day. Ade- 
quate dosage should usually eliminate the 
need of hypnotics at bedtime, yet be low 
enough to avoid morning drowsiness or 
daytime incoordination. Interestingly, 
most patients with vast experience in hyp- 
notics-dependency describe the sleep thus 
induced as comparatively more “normal” 
and restful, and are reassred by the elim- 
ination of “sleeping pills.” 

Present experience suggests that the 
range of maintenance dosage in adults is 
from 20 to 150 mg. daily, with most pa- 
tients achieving optimum dosage between 
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30 and 75 mg. daily. In office practice 
most patients are begun on 10 mg. three 
times daily with instruction to increase 
or decrease the dose by one capsule after 
the first three days, as indicated by the 
response. If response is insufficient on 40 
mg. daily, a shift to the 25 mg. capsule 
two to four times daily becomes more con- 
venient, For the tense, resistantly insom- 
niac patient, 25 mg. in 'the morning and 
at supper and 25 or 50 mg. before bedtime 
usually prove adequate. (The same cau- 
tion is cited as to adjustment of dosage 
after two or three days on the increased 
amount.) No tendency to develop increas- 
ing tolerance, once the adequate mainte- 
nance dosage has been established, ‘as 
been observed. It is often valuable, how- 
ever, to permit the reliable patient to ad- 
just his dosage in the light of varying 
stress and symptomatology, once he has 
experienced the drug’s effect; viz., the op- 
tional addition of a 10 mg. capsule once or 
twice daily when under increased stress, 
or the omission of doses when symptoms 
are minimal. 

Estimated probable sensitivity to Lib- 
rium can be inferred from the patient’s 
known tolerance of barbiturates and me- 
probamate given previously. Those who 
can tolerate 400 mg. meprobamate three 
or four times daily without drowsiness or 
mental slowing can logically be started on 
50 to 75 mg. Librium daily, especially if 
the major dosage is timed toward evening. 
The elderly patient, however, must be pre- 
sumed sensitive to the drug until proved 
otherwise (usually limited to 10 mg. two 
or three times daily) and supervised to 
minimize the (e.g., orthopedic) risks of 
somnolence and incoordination in that 
group. 

Certain concurrent medications may re- 
quire adjustment of Librium dosage down- 
ward; e.g., barbiturates (especially ‘he 
pentobarbitals) and other hypnotics, «n- 
esthetics, and to a lesser extent ‘he 
sedative phenothiazines (chlorpromazine, 
promazine), muscle relaxants (Soma, 
Trancopal), some antihistamines, and 
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possibly heavy dosages of the “mycin” 
antibiotics. Wider utilization of Librium 
will doubtless demonstrate other drugs 
which tend to accentuate the hypnotic or 
incoordination signs of overdosage. Con- 
versely, amphetamines and Ritalin appear 
to antagonize the somnolent effects of 
Librium; the writer has found Ritalin a 
useful adjunct in the treatment of senes- 
cent patients who require the anti-tension 
effects of Librium yet prove too sensitive 
to its minimal cerebral and motor retarda- 
tion. Incidentally, alcohol seems clini- 
cally less potentiated by Librium than by 
meprobamate or barbiturates, but safety 
justifies cautioning patients in this re- 
gard, 

Experience to date with the drug does 
not warrant generalizations about the 
length of time Librium dosage should be 
maintained, although no clear withdrawal 
symptoms nor pathologic dependencies 
have been observed or thus far reported. 
Obviously, it is to be hoped that all psy- 
chopharmacologic agents can be utilized 
more therapeutically than palliatively, 
that within a few weeks or months of op- 
timum benefit the patient can graduate to 
reliance upon his own resources and im- 
proved adaptational techniques—with or 
without later resort to these drugs when 
occasions demand. 


SUMMARY 


Chlordiazepoxide (Librium) appears to 
be a prompt and highly effective broad- 
spectrum psychopharmacologic agent for 


the symptomatic relief of anxiety and ten- 
sion, with extraordinary freedom from un- 
desirable side effects and possessed of a 
remarkable margin of safety. Clinical ex- 
perience to date indicates no evidence of 
pathologic habituation, withdrawal effects, 
nor confirmed instances of significant tox- 
icity. The drug requires “nd permits in- 
dividualized dosage to achieve maximal 
symptomatic benefit short of incoordina- 
tion and drowsiness. Adjustment of dos- 
age appropriate to the drug’s character- 
istic 72-hour sustained effect is empha- 
sized. 

Initial clinical experience is summar- 
ized, based upon more than 300 patients 
administered the drug for one to twelve 
months. 


#415 Medical Center Bldg., 3705 East Colfax 
Ave., Denver 20, Colorado. 

Acknowledgment is made to Hoffmann-La 
Roche Inc., Nutley, N. J., for research supplies of 
Librium. 
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Use of Hypnosis in the Ridley Operation for Cataract 


MILTON H. COHEN, M.D. 


My purposes in writing this paper are, 
first to acquaint many of my colleagues 
with the Ridley Operation;' secondly to 
relate its superior results, when success- 
ful, when compared with the conventional 
type of cataract operation;'* thirdly, to 
show how hypnosis, through proper con- 
ditioning, produced relaxation and relief 
from fear.* 

The Ridley Operation consists of an ex- 
tracapsular cataract extraction, followed 
by the insertion of an acrylic lens through 
the pupil into a position between the pos- 
terior lens capsule and the iris. This idea 
was suggested to Ridley by a student, and 
a plastic material was chosen which expe- 
rience had proved to be innocuous. This 
material is a fully polymerized methyl 
methacrylate; it is practically the same as 
plexiglas.’ 

The disadvantages of the aphakic eye, 
as Dr. Warren S. Reese pointed out, were 
distortion, retinal image magnification 
and diplopia, because of the alteration of 
the eye as an optical instrument; also 
complete dependence on strong. eye- 
glasses. The advantage of the Ridley Op- 
eration is that it restores the integrity of 
the eye as an optical instrument and ren- 
ders unnecessary radical adjustment in 
the patient’s opticopsychic mechanism.' 
This latter fact was definitely proven in 
the case herein reported. 

Dr. Reese made a statement in his pa- 
per given before the American Academy 
of Ophthalmology and Otolaryngology in 
January, 1954: “Before operation, the di- 
lating ability of the pupil should be deter- 
mined, as the acrylic lens is more easily 
inserted through a relatively small pupil, 
yet it should be fairly large for the cap- 
sulectomy. Should the pupils dilate mark- 
edly, the lens, of course, cannot be in- 
serted. Following operation, mydriatics 
should be used early, but cautiously and 
judiciously.’”* 


I mention at this time this one para- 
graph taken from Dr. Reese’s paper simply 
to relate that I was not aware of this im- 
portant fact before the surgery. In other 
words, no previous specific or detailed in- 
structions or training had been given to 
my patient for the purpose of dilating or 
contracting the pupil by suggestion. 


CASE REPORT 


C.F.A., age 48 years. Male, white, married; 
occupation (1957) First helper in open hearth 
at local steel company. 

C.C. 1) Marked photophobia; 2) Sensitivity 
to glare; 3) Increasing difficulty with reading; 
4) Extreme nervounsness. 


History and Illness: Past history deemed non- 
contributory. Patient’s present job consists of 
working in a steel foundry at the open hearth 
and looking frequently through a small aperture 
at a brilliantly lighted furnace wearing Pheugh 
glasses. He noticed for several months that his 
vision was failing and becoming more and more 
blurred. The brighter the day, the more the 
photophobia. There was difficulty in reading for 
the past several months. He began to manifest 
nervous and emotional reactions; he was de- 
pressed, somewhat withdrawn, tense and anxious. 


Physical Examination: B.P. 180/100. Eyes—pu- 
pils showed bilateral opacities. General physical 
examination was otherwise negative. He was re- 
ferred to an ophthalmologist. Report: Visual 
acuity with correction. Right eye 20/25; left eye 
20/25. He could read Jaeger III with 1.50 sphere 
added. The eye-tension was normal. After 
mydriatics were used, ophthalmoscopic examina- 
tion showed postericr subscapular lens opacities 
in both eyes. The vitreous was clear and the 
fundi appeared normal. 


Diagnosis: Posterior Subscapular Cataracts— 
Bilateral. (Early stages.) 

On May 9, 1957 patient was examined by Dr. 
Warren S. Reese of Philadelphia who verified 
the diagnosis of bilateral cataracts. These were 
central, so that when his pupils were dilated, he 
was able to see around them. When refracted, 
the readings were 20/30 in the right eye and 
20/20 in the left, and this was with weak lenses. 
With a +3.00 added to this correction, he was 
able to read Jaeger #1 with his right eye and 
Jaeger #2 with his left. Both of these, as is 
well known, are in very small print. 
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The patient presented quite a problem, first 
as to when to operate; second, the type of opera- 
tion he should have, and thirdly, since the na- 
ture of his employment required good optical 
vision, the conventional type of surgery would 
automatically ruin his career at the open hearth 
furnace. If no surgery was done, progressive 
lenticular degeneration with visual impairment 
was prognosticated. 

Dr. Reese stated that “his eyes at that time 
were not bad enough to warrant surgery unless 
it would keep him out of a good job or perhaps 
a better one that was in the offing.”” He did not 
urge the patient to have the Ridley Operation 
because it was indicated mainly in cases of uni- 
lateral cataract and was considered somewhat 
more hazardous than the conventional type of 
cataract extraction. 

The patient was informed very frankly that 
the operation is more hazardous and usually dis- 
couraged in persons with bilateral cataracts.’ He 
was also told that in competent hands it could be 
done successfully. He was warned that certain 
things may occur at the time of the operation 
that might necessitate conversion to the conven- 
tional type of cataract extraction. The difficulty 
that the patient had with his vision plus the fact 
of the prospect of losing his job intensified his 
emotional anxiety to the point of severe depres- 
sion. His blood pressure was 180/110; there was 
insomnia, anorexia, irritability and loss of in- 
terest in outside activities. 

The use of hypnosis was discussed with him 
for the purpose of relaxation and relief of ap- 
prehension, anxiety, tension and fear. Because 
of his difficult problems he was strongly moti- 
vated and responded very cooperatively with a 
trance induction. He was given his first induc- 
tion on 5/27/57 and further progressive deepen- 
ing procedures were given at three day intervals 
until the seventh induction. Thereafter, he was 
seen for 40-50 minutes daily until 6/17/57. From 
the very inception of his trance induction he felt 
much improved; he slept well without sedatives, 
his appetite improved, and there was a general 
feeling of euphoria and increased self-confidence. 
His blood pressure dropped to 140/80 without 
medication. He became strongly motivated to 
have the Ridley Operation performed. 

Surgery was performed on his right eye on 
6/22/57 at Wills Eye Hospital. He responded to 
Suggestions that he be relaxed, that there was 
nothing to fear and that he could control the 
muscles of his eyes with his eyes open. Cata- 
tonia of the eyes was present during the entire 
surgical procedure. Post-operative convalescence 
was uneventful. On 7/12/57 examination of the 
right eye showed 20/70-1, without glasses. He 
was not tested with lenses because it was too 
early following the surgery. Vision in the right 


eye continued to improve to the point where his 
near vision became excellent; he could read with- 
out glasses. 

He was again examined in April, 1960 by Dr. 
Reese and scheduled for surgery on his left eye 
in July, 1960. The patient requested further 
hypnotic training on April 24, 1960. Because he 
had responded so well to his previous training 
in hypnosis, the patient went into a deep som- 
nambulistic trance state within seconds. He was 
then seen at three week intervals for purposes 
of deepening the trance, using both idiomotor 
and idiosensory techniques and producing visual, 
auditory and olfactory hallucinations and also 
anesthesia of various areas of the body. Disso- 
ciation was also successfully accomplished. In 
order to effect a deepening process, patient was 
seen from June 26 to July 2 at two day intervals. 

Surgery was scheduled to be performed on the 
left eye on July 7, 1960. Prior to his being taken 
to surgery, the patient was hypnotized; by using 
fractional technique the process was deepened to 
a somnambulistic level. He was then permitted 
to open his eyes and remain in a ‘waking’ state 
of hypnosis, with the understanding that at a 
given signal he would go back into a deep som- 
nambulistic state. After being taken to the op- 
erating room he was told to keep his eyes opened 
wide and fixated. He responded to the sugges- 
tion by putting the extrinsic muscles of the eye 
in a state of catatonia. The patient was com- 
pletely relaxed; the hands and legs were limp 
and flaccid. Respirations were regular and deep. 

The primary incision was made with a Graefe 
knife and after the two corneoscleral silk sutures 
were placed at 11 and 1 o’clock respectively and 
two vertical slits were made in the capsule and 
the intervening capsule extracted with a capsule 
forceps, the surgeon asked if it would be pos- 
sible to dilate the patient’s pupil. 

The suggestion was given that he was in a 
very dark room and could see the eyes of a cat 
staring at him. When he responded, he was then 
told to watch the eye of the cat and that his 
pupil would become as large as that of the cat. 
Immediately, the pupil dilated. The lens was 
removed easily and the anterior chamber was 
thoroughly irrigated. The wound was held open 
by a spatula and just before the acrylic lens was 
inserted, the surgeon once again asked if the 
pupil could be contracted down. This time the 
suggestion was given to the patient to step into 
the sunshine and look up at the bright sunlight; 
that his pupil would become very, very small. He 
responded to the suggestion and the pupil con- 
tracted. The acrylic lens was then placed back 
of the iris and the sutures were tied. His post- 
operative convalescence and recovery was un- 
eventful and rapid. At a later date our patient 
related his experience; that he was completely 
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relaxed, without apprehension, anxiety or fear. 
He felt completely confident that the operation 
was going to be successful; he paid no atten- 
tion to any other sounds except the voice of the 
writer because, he said, he was determined that 
he was going to concentrate on any suggestion 
that would be useful. He actually visualized a 
dark room and hallucinated a cat’s eye and ac- 
tually saw it dilating. And then he visualized 
himself back at the open hearth gazing in at 
the brilliant glare of the furnace without wearing 
glasses. 

The patient obtained a perfect result in each 
eye and at the present time does not need glasses 
for near vision but does wear them for distant 
vision. He has binocular vision and no orienta- 
tion troubles. He has continued working and has 
recently received a promotion. 


COMMENTS AND CONCLUSIONS 


I have used hypnosis for many types of 
medical and surgical procedures in the 
past eight years but this was my first ex- 
perience in using hypnosis for eye sur- 
gery. Hypnosis was used because of the 
spontaneity of pupillary reactions to sug- 
gestion and because the success of the 
Ridley Operation depended on the ability 
of the pupil to contract at the right time. 

This case illustrates how hypnosis was 
used for relaxation and to relieve anxiety 
and fears; yet, in the final analysis, it 
had a more useful application that was 
manifested by a psycho-physiological phe- 
nomena that aided in the operative pro- 
cedure.* This reflex reaction or condition- 
ing is not new. Freud emphasized many 
times that psychology has its roots deep 
in biology; Pavlov and Cannon showed it 
in their experimental work; Selye and his 
workers had shown the effect of stress 
upon the physiology of the body.® Pupil- 
lary contractions and dilatation were suc- 
cessfully conditioned by methods that 
were similar to the techniques of Pavlov 
by Cason’ in 1922, Hudgins* in 1933 and 
Menzies® in 1937. In this instance the 
process is reversed in order to relieve 
stress, fear and anxiety by proper psy- 


PSYCHOSOMATICS 


MAY-JUNE 


chological conditioning. Psychological con- 
ditioning of patients prior to surgery is 
important. It adds speed and directness 
to psychotherapy, relieves anxiety and 
fears in those who are undergoing sur- 
gery or childbirth. It does have its limi- 
tations and dangers, but so do our drugs, 
surgical instruments and even our own 
knowledge. 


I am deeply grateful to Drs. Warren S. Reese, 
Turgut N. Hamdi, Cyril M. Luce, R. J. Rabin and 
Robert Murto of the Wills Eye Hospital, for in- 
troducing me to the Ridley Operation and per- 
mitting me to participate as the hypnotherapist 
during the operation; also for the opportunity to 
express my own enthusiastic reaction regarding 
the operation and the use of hypnosis. I believe 
that this was the first case at Wills Eye Hospital 
where hypnosis was applied. I would like to ex- 
press my appreciation to the senior attending 
ophthalmologist, Dr. Warren S. Reese, for his 
opinion and comments on the use of hypnosis 
and for his permission to incorporate in this pa- 
per material taken from his original work. 


16 Chestnut St., Lewiston, Pa. 
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The Enigma of Obesity 


WILFRED DORFMAN, M.D.* 


Obesity, much like other somatic prob- 
lems, has stress factors that are tied in 
with its etiology, course, prognosis and 
treatment. This does not imply or sug- 
gest that obesity is caused solely by emo- 
tional factors or that obesity must be 
treated as a psychiatric problem. In fact, 
overweight patients should be treated by 
the generalist or internist. In some, psy- 
chiatric opinion and/or treatment may be- 
come necessary—not for the obesity but 
for concomitant emotional problems. In 
some of these patients, there is no ques- 
tion but that severe emotional problems 
may produce difficulties in controlling food 
intake. There is no guarantee, however, 
that psychiatric intervention can always 
alter the need to overeat and inevitable 
obesity. 

Now that it has been readily admitted 
that psychiatry is not necessarily the 
answer to the enigma and dilemma of 
obesity—let us evaluate what we know 
about this problem and see if we can in- 
corporate some of the principles of dy- 
namic psychiatry into its medical ap- 
proach, Perhaps this will increase the 
chances for successful treatment in those 
who can be helped, and indicate where 
weight reduction should not be attempted 
because of the possible dangers of serious 
emotional sequelae. 

First, weight reduction is the ‘“All- 
American” preoccupation. Obesity has 
been labeled as the “Number I Public En- 
emy.” Conservative estimates suggest 
that there are approximately 30 million 
overweight persons in the U.S.A. today. 
This weight has been calculated at no 
less than 125,000 tons or well over 100 
billion calories. While this information is 
of no possible practical value, and is really 
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meaningless, it does indicate the magni- 
tude of the problem. The dangers of obes- 
ity are well recognized by insurance com- 
panies and include effects on longevity, 
the cardiovascular system, the incidence 
and severity of diabetes, gall bladder dis- 
ease, the occurrence of accidents, varicose 
veins, the sequelae of arthritis, the in- 
creased risk of anesthesia and surgery, 
ete.’ 

The only logical cause of overweight 
and obesity is overeating. There is no 
question about this; the dilemma is to 
find the reasons for the increased appe- 
tite. Anyone who eats less will lose 
weight—but everyone obviously cannot 
stick to this supposedly simple manoeuvre. 

Racial factors may be important. Cer- 
tain nationalities, such as the Dutch, the 
Magyars, the South Italians, the Jews and 
the Eskimos—all have a tendency to 
stockiness of build and overweight. On 
the other hand, the Norwegians, the Prus- 
sians, the Scotch and the Zulus have a 
tendency to be lean. Direct parental he- 
redity seems to play a role. Witness the 
statistics which point to the fact that al- 
most 90 per cent of overweight persons 
have at least one overweight parent.* But 
is this necessarily genetic, or is it pos- 
sibly better correlated to a constant en- 
vironmental exposure to high caloried 
foodstuffs? Animal evidence also points 
to the possible role of heredity. Certain 
breeds of cattle are heavier and some 
breeds of dogs are lean (greyhound), 
while others are heavy (chow). Identical 
twins when reared together, frequently 
show a similarity in weight, but when 
they are reared separately there is a wider 
weight variation.‘ Heredity also shows 
its influences in the frequent similarities 
in weight distribution in mother and 
daughter. Thus an upper segment (Buf- 
falo) type of obesity, or a lower segment 
distribution, with emphasis on the hips, 
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is perpetuated. In the Hottentots, the 
bulge is neither in the upper nor in the 
lower segment, but completely posterior 
in direction. 

As for the glands and their relation to 
obesity, there seems no doubt but that 
the most important glands are the salivary 
glands. 

The pituitary gland, once implicated as 
the real culprit, has finally been exone- 
rated. The Fréhlich syndrome in adoles- 
cent boys was once thought to be due to 
an insufficiency of the anterior pituitary 
gland. Dried extracts of the anterior pi- 
tuitary were prescribed, and both the doc- 
tor and the patient felt secure in that 
the correction of a supposed “glandular 
deficiency” was being accomplished. This 
was most readily acceptable to the pa- 
tient since he could now continue to in- 
dulge his appetite and blame it all on his 
glands; the doctor also felt secure because 
he felt he was doing something tangible. 
Eventually it was learned that the Fréh- 
lich syndrome was really hypothalamic in 
origin and not due to anterior pituitary 
insufficiency—and that the hypothalamic 
dysfunction is usually due to functional 
rather than organic causes. Hypopitui- 
tarism, whether it is caused by a chromo- 
phobe tumor, Simmond’s disease or Shee- 
han’s syndrome, is usually accompanied 
by leanness rather than overweight. 

The thyroid gland was long suspected 
as an etiological factor. A “minus” me- 
tabolism worked wonders once again for 
both the doctor and patient in that it did- 
not implicate the appetite. The truth of 
the matter is that BMR is a highly inade- 
quate instrument of precision, and that 
hypothyroid individuals may be either 
lean or fat, depending upon their appetite, 
rather than the amount of circulating thy- 
roid hormone. 

The adrenal glands may play a role in 
obesity, especially in the distribution of 
fat. In overactivity of the adrenal cor- 
tex (Cushing syndrome) it produces a 
“Buffalo” type of obesity, limited to the 
face and upper part of the body, but spar- 
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ing the extremities. The chemical effects 
of cortisone, whether due to adrenal over- 
activity or iatrogenic causes (due to its 
prescription), does cause an increase in 
appetite. Excess cortisone secretion may 
be one of the explanations for some of the 
weight gain seen in so many pregnancics. 

The gonads may also be implicated in 
the matter of fat distribution, accounting 
for the fat pads on the hips and the large 
breasts of the hypogonad male. Yet, many 
hypogonad individuals are tall and spare. 
In the female, changes in body contour 
are commonly observed in many post-men- 
opausal women, One factor may be the 
removal of the normal estrogenic brake 
effect on the anterior pituitary gland, pro- 
ducing overactivity, and with it a second- 
ary stimulation of the adrenal cortex and 
an increase in cortisone. But the major 
effects are perhaps better related to faulty 
calorie arithmetic and overactivity of the 
appetite. Emotional and stress factors, 
acting through the hypothalamus, may re- 
move the normal brake ordinarily sup- 
plied by cortical control. 

The pancreas is also intimately involved 
with our problem. Diabetes mellitus fre- 
quently has its onset in overweight per- 
sons who are sensitized by a family his- 
tory of diabetes. Hypoglycemia is also 
related since frequent carbohydrate feed- 
ings are part of the clinical picture. 


The Central Nervous System 
and Obesity 


Obesity may follow brain trauma, 
whether accidental or after lobotomy. En- 
cephalitis and brain tumors may serve as 
provocative agents. That the hypothala- 
mus plays an important role in the prob- 
lem is evidenced by much experimental 
work, Anand and Brobeck® destroyed the 
medical hypothalamic nuclei in rats and 
produced obesity. They then destroyed 
the lateral hypothalamic nuclei and the 
same obese animals became fatally ano- 
rexic. Some correlations with Anorexia 
Nervosa in humans seem possible; here 
the onset usually occurs in an obese aco- 
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lescent girl with marked emotional labil- 
itv. First there is a successful period of 
dieting and weight loss. This is followed 
by an inability to curtail the weight loss 
sc that a formerly obese person can now 
become emaciated. Extrapolation from 
a: mal experiments to the human is al- 
w. ys fraught with danger, but here is one 
in tance where some correlations are in- 
dod possible. 

Tepperman, Brobeck and Long* trained 
re‘s with hypothalamic damage to eat 
th ir daily food ration in three hours or 
less. This produced a high R.Q. with 
rapid conversion of carbohydrate to fat. 
Their littermates, who were permitted to 
eat their food allotment spread through- 
out the day, rather than in one sitting, 
did not show this rapid conversion to fat. 
This, too, has some superficial resem- 
blunce to the many overwheight persons 
who starve all day and consume a tre- 
mendous amount of calories between sup- 
per and bed-time. Described by Stunkard’ 
as the “night-eating syndrome,” it is rec- 
ognized as an ominous sign. Night-eaters 
are poor candidates for weight reduction 
—possibly this is related to the fact that 
the usual anorexigenic drugs cannot be 
prescribed late in the day because they 
result in sleeplessness; there are also in- 
dications that these overweight persons 
usually have concomitant emotional dis- 
turbances which result in a greater need 
for anxiety-relieving foodstuffs. It is in- 
teresting that night-eaters are rarely sat- 
isfied with low-caloried items such as a 
stalk of celery, a tomato or some cooked 
vegetables, but prefer milk, cake, candy, 
ice cream and other delicacies, all of 
which they successfully resist the rest of 
the day. 

Animals with hypothalamic damage are 
characterized, not by an increased urge 
to eat, but more by an inability to stop 
eating.*® This, too, has its counterpart 
in many emotionally disturbed humans, 
who eat compulsively—especially when 
under severe stress. 

The role of stress in obesity is consid- 


erable. The hypothalamus is the link be- 
tween the central nervous system and the 
endocrine system, and stress, no matter 
what its etiology, increases the secretion 
of ACTH from the anterior pituitary 
gland. This in turn stimulates the adrenal 
cortex to produce more cortisone. Per- 
haps chronic stress produces a chronic in- 
crease in cortisone. Increased appetite 
may therefore have a chemical origin 
which is superimposed on a psychogenic 
one. 

In considering the hypothalamic effects 
of anorexigenic drugs, such as the various 
amphetamine derivatives, it should be 
noted that although these medications 
frequently cut the appetite of the obese 
nibbler who is emotionally depressed, they 
can increase the appetite of lean persons 
who are similarly depressed. It should 
also be noted that amphetamine (in high 
doses) has proven to be helpful in treating 
behavior problems in children, where one 
would ordinarily hesitate to prescribe a 
stimulant. It is therefore suspicious that 
amphetamine can influence hypothalamic 
dysfunction. As for its diverse effects 
on the appetite in the lean and obese de- 
pressed individuals, it seems likely that 
the obese differ from the lean in their ap- 
petite response to stress; similar stresses 
may produce overeating in the obese and 
anorexia in the lean—so that the lean get 
leaner and the fat ones become obese. In 
severe stress situations, as in Anorexia 
Nervosa, we have noted a changing pat- 
tern. Perhaps these differences in the 
lean and obese may eventually be related 
to biochemical or enzymatic differences. 
At present, all we can say is that the kind 
of hypothalamus we inherit or own may 
determine our constitutional tendency to 
become obese or lean, 


Metabolic Derangements 


Metabolic quirks are still suspected to 
play a role in obesity. Mayer’? has de- 
scribed a glucostatic theory, where hypo- 
thalamic glucoreceptors are said to be 
sensitive to fluctuations in blood sugar. 
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When there is a lowering of available glu- 
cose, hunger appears. This concept can 
account for the hunger of the diabetic-— 
in spite of a high blood sugar—since the 
height of the blood sugar is relatively un- 
important compared to the amount of glu- 
cose available to the tissues (A-V differ- 
ence). It has been shown that when the 
A-V difference is above 15 mg. per cent, 
satiety occurs since there is plenty of 
available glucose. When the difference 
shrinks to zero, with none available, hun- 
ger is evident. In persons under stress, 
injected sugar is rapidly cleared from the 
blood (Stunkard & Wolff), accounting for 
the lowered available glucose. 

Mayer studied ‘“‘hereditary obese hyper- 
glycemia” of mice and found a hexokinase 
block in the oxidation of carbohydrate. He 
related this to the hyperglycemic hormone 
from the alpha cells of the pancreas, and 
this in turn to the growth hormone of the 
anterior pituitary. In these mice with 
the hereditary obese hyperglycemia syn- 
drome, lipogenesis was produced even un- 
der fasting conditions. In other words, 
they produced fat due to metabolic errors. 


Psychologic and Emotional 
Factors in Obesity 


Psychologic and emotional factors are 
of great importance in the problem of 
obesity. Oral gratification, and its ex- 
cessive need for satiation, is one of the 
prime motivating influences in producing 
the need to overeat. Nagging sensations 
in the epigastrium, misinterpreted as hun- 
ger, but better related to a feeling of emp- 
tiness or tension, are frequently (at least 
temporarily) relieved by the feeling of 
fullness that follows large quantities of 
food or selected foodstuffs that have “‘re- 
ward” value (ice cream, cake, milk, etc.). 
Eating is the most common mechanism of 
combating anxiety in the obese and pe- 
riods of overeating often follow and are 
correlated with periods of dissatisfaction, 
frustration, anxiety or spells or depres- 
sion. Reaching for a sweet instead of a 
possible solution to some of the normal 
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and physiological dilemmas of life can be - 
come a conditioned reflex, where food be - 
comes the major means of obtaining satis- 
faction. Obese patients are often charac- 
terized by their use of denial as a major 
mental mechanism. They can thus blandly 
deny the most obvious fact that they are 
overeating. In fact, investigations in 
which studies of gastric motility were 
done, showed quite convincingly that obese 
persons did not report that they were hun- 
gry during periods of gastric motility, 
while non-obese controls invariably re- 
ported that they felt hungry during these 
periods, The denial is therefore apparent 
at psychological as well as physiological 
levels. 

Oral gratification can be frequently 
traced to early childhood and infancy, 
and is perhaps equated to the relief of 
tension that occurs when the child is bot- 
tle or breast-fed. Food is thus equated 
with love, and overeating in later life with 
increased needs for love, attention and 
protection. Food also serves as a symbol 
of friendship. Hostesses frequently take 
it as a personal affront when their guests 
fail to gorge themselves. Luncheon and 
dinner engagements are not merely meth- 
ods of adding the necessary calories, vi- 
tamins and minerals to keep one alive, but 
represent expressions of interpersonal 
communication. The expression, “food is 
the way to a man’s heart” exemplifies the 
emotional and non-nutritional connotation 
that food enjoys. 

Obesity may symbolize strength and se- 
curity. It may give the overweight per- 
son the feeling that he is “big” or “big- 
ger” than others. It is often difficult in- 
deed to get many overweight patients to 
cut down on their intake of bread, prob- 
ably because this item symbolizes the 
“staff of life’ and has thus been linked 
with basic security needs. 

Food and overeating may also symbolie 
hostility. In this way one can devour a 
good meal rather than one’s minor or mi- 
jor enemies. The expression, “dog eit 
dog,” again exemplifies a non-nutrition ‘1 
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connotation. Repressed hostility, the core 
of all psychosomatic disorders, is a promi- 
nent factor in obesity. 

Obesity may serve as a wall of defense. 
A young, or even older female, may con- 
sciously want and wish for male compan- 
ionship, marriage, a home and children— 
but unconsciously she may fear sexuality 
and the transition from a sheltered family 
ex stence. She states that “if she could 
on'y lose weight, she’d have a better 
chance to meet the right person,” but nev- 
eriheless finds it impossible to stick to a 
dict. In fact, in her desperate attempts 
to do so, she may develop further anxiety 
and despair, and overeat to combat these 
feclings. Obesity, in this instance, may 
be serving as a wall of defense, the pene- 
tration of which can be extremely dan- 
gerous, if done without an adequate han- 
dling of the possible emotional repercus- 
sions. These are the dangers produced 
by hypnosis in unskilled hands and by 
rigid diets with or without drugs. With- 
out adequate emotional support and skilled 
handling, the patient may be precipitated 
into an acute psychosis. 

Obesity may mask a depression. It may 
be a means of self-punishment, and here 
again extreme caution in attempting to 
produce weight reduction is needed. Many 
patients who lose too rapidly, with or 
without anorexigenic agents, may become 
depressed. Many become depressed in 
starting a weight reduction regimen, even 
where no weight loss is accomplished. 
Their attempts to curtail their intake of 
oral supplies and gratification triggers 
a depressive response (perhaps a fear of 
loss of love) which promptly makes them 
resume their former dietary habits. This 
built-in protection probably saves many 
from more severe emotional sequelae. The 
physician who is aware of this device, 
and understands its value, will obviously 
not push his patients beyond their emo- 
tional capacity. 

It is thus fairly apparent that over- 


) weight may be the best adaptation that is 


temporarily possible, despite the fact that 


the statistics of the life insurance com- 
panies are obviously ominous, and that a 
good clinical evaluation of the somatic 
facts alone would ordinarily warrant rad- 
ical weight loss. 


The Management of Obesity 


In considering the management, rather 
than the treatment, of this complex prob- 
lem it seems apparent that there are really 
only two types of obesity—1) those who 
can be reduced, and 2) those who cannot 
be reduced. The first type can often lose 
weight by merely following a diet in the 
Sunday supplements. If not, a good gen- 
eralist with a fair knowledge of how food 
turns into fat can be of inestimable help, 
provided he is sensible enough to vary the 
diet, prevent monotony, and occasionally 
change the color or type of medication. In 
this type of patient good results are seen. 
They make for wonderful statistics—espe- 
cially if reported quickly. It should be 
kept in mind, however, that all patients 
who fail to return to the physician are 
not necessarily cured. The second type is 
characterized by the occurrence of many 
difficulties in what superficially seems to 
be a simple matter of caloric arithmetic. 
Emotional reactions are common, Many 
have concomitant emotional difficulties 
which are fairly obvious, but which will 
not necessarily be alleviated by the over- 
simplified solution of losing excess weight. 
Many of these are compulsive eaters; most 
of them are night-eaters or binge eaters 
and cannot lose weight by merely being 
told that they must follow a low-calorie 
diet. 

In the management of obesity an ade- 
quate diet is of first importance. This 
must be adequate in protein, vitamins and 
minerals. Caloric tables may be of value 
in some patients; in others, a better ap- 
proach may lie in attempting to re-edu- 
cate their appetites without making them 
too calorie conscious—teaching them that 
they can eat most anything, provided the 
portions are reasonable. Some patients 
do well with strictness, others obviously 
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will require a greater degree of leniency. 

Metrecal, a measured calorie food, has 
proved itself to be an excellent regimen 
for those who need a strict control, It is 
obvious that Metrecal will work better 
with the first type of patient who is fairly 
well motivated, but will possibly fail with 
those who are too severely emotionally 
disturbed to stick to any caloried regimen 
unless its use is concomitant with psycho- 
therapy and attempts at dietary re-edu- 
cation. 

The use of thyroid extract is mentioned 
only to be condemned. Its value lies only 
in correcting a hypothyroid state, which 
is unfortunately rare in obesity. It can 
produce a loss of weight, but only through 
iatrogenic thyrotoxicosis. 

Diuretics, such as Diamox, ammonium 
chloride, and Diuril, may have some tem- 
porary value in alleviating fluid retention 
and produce a loss of weight by a loss of 
fluid. They have no value in the long- 
term solution of the problem. They do 
help in acute situations where a full-dress 
suit or an evening gown seems to have 
suddenly shrunk in size. 

The amphetamines, in all of their vari- 
ous forms, have real value, especially in 
producing short-term results. Dexamyl 
and Obocell-TF have proven to be partic- 
ularly helpful. Here again, the Type I 
patient will profit by their use if the 
weight loss is accompanied by a change in 
eating habits. In some instances, how- 
ever, if large doses are used, states of ex- 
citement and insomnia can be produced. 

Most important is the motivation of the 
patient to reduce. In some, the occurrence 
of severe illness such as diabetes, coro- 
nary disease, hypertension, etc., serve as 
motivating forces. In others, especially 
those with severe emotional difficulties, 
the occurrence of severe somatic illness 
adds to the total maladjustment and does 
not make dieting any easier. 

As for psychiatric opinion and treat- 
ment, it seems clear that all obese patients 
do not need a psychiatric detour. In those 
with severe concurrent emotional prob- 
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lems, a psychiatric opinion may be cf 
value. Psychotherapy has helped obesit y 
in some patients, if emotional problen s 
are solved; but no amount of psychi - 
therapy, no matter how skillful it may b», 
or how prolonged, can accomplish a lo;s 
of weight unless a dietary re-education s 
accomplished. Most often the psychi:.- 
trist, because of his necessarily unilater.] 
orientation, is compelled to push aside tlie 
obesity until the emotional concomitanis 
are under control. Some value has been 
seen in the use of group therapy, espe- 
cially with adjuvant use of drugs.’* The 
results here, much as in Alcoholics Anony- 
mous, may be superior to those obtained 
by individual psychotherapy. 

There is no question but that most 
obese patients should be treated by the 
generalist or internist rather than the 
psychiatrist. A good patient-doctor re- 
lationship is essential. This requires that 
the doctor display tolerance and under- 
standing and that he should help the pa- 
tient set reasonable goals. It’s a good 
plan to allow for rest periods after a rea- 
sonable weight loss has been accom- 
plished. It is also of value to discuss 
with the patient, especially if he is closer 
to Type II than to Type I, that there may 
be occasional eating sprees, and that this 
does not mean that all is lost. Predicting 
the inevitable breaking of the diet will 
permit the patient to “save face” and re- 
turn to his doctor rather than to com- 
pletely abandon the dietary regimen, be- 
cause he is ashamed to do so. Most im- 
portant is the need for the physician to 
realize that he may easily become angry 
with a patient who fails to follow a “sim- 
ple diet” and blandly denies that the ciet 
was abandoned. This anger may be overt 
in those of us who are “frank and honest” 
and know that the patient is obviously 
not following instructions. In many of us 
it is covert—or at least it seems that way 
to the doctor—but the real truth is quic!ly 
apparent to the patient. It should be © p- 
preciated that doctors are human bein::s, 
despite many unsubstantiated rumors to 
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the contrary, and have a human need 
to succeed in their therapeutic attempts. 
Fv ilures are a threat to our egos, whether 
w like to admit it or not—and our de- 
fe ses will rise to the rescue. In spite of 
al attempts to disguise and mask our 
displeasure or even anger, some inadver- 
tet remark will convince the patient that 
th: doctor has indeed lost his patience. It 
m ist be conceded that the patient might 
be watching and waiting for this event 
wih keen (though possibly unconscious) 
an icipation, because this will now pro- 
vi‘e a most rational excuse to quit an 
obnoxious and boring dietary regimen. 
M:ny middle-aged people have had their 
sex life curtailed to preserve their coro- 
navies, have had to quite smoking to pre- 
se:ve their bronchial mucosa, have been 
advised to forego the pleasures of alcohol 
to preserve both their stomach lining and 
liver parenchyma, and now have been on 
a diet which closely resembles rabbit fod- 
der, in order to insure a longer life. Many 
may wonder what is left after all these 
pleasures have been removed. Others feel 
that even if life will not be longer as a 
result of all these deprivations, it will cer- 
tainly seem a lot longer. The physician 


must therefore evaluate these emotional 
reserves before he insists on radical 
weight reduction in anxiety-ridden, de- 
pressed patients who happen to be over- 
weight. 


1921 Newkirk Ave., Brooklyn 26, N. Y. 
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There is no love sincerer than the love of food. 


George Bernard Shaw (1856-1950) 
Man and Superman. 
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Psychosomatic Aspects of Obstetrics 


The Problem of Anxiety 


F. W. GoopricH, JR., M.D. 


One of the difficulties facing anyone 
who presumes to discuss psychosomatics 
is the lack of a coordinated body of sci- 
entific information, We do have a large 
and increasing number of isolated facts 
but as yet, their meaning is elusive. Psy- 
chosomatic medicine is very much like the 
Soviet Union; everyone is interested in it, 
everyone talks about it, but few seem to 
know what to do about it. Too often the 
concept of total medicine is lost in a maze 
of psychiatric jargon which serves to re- 
pel rather than to inform us, and leaves 
us feeling like an alien looking for a place 
to register. Our inability to measure emo- 
tion objectively or to demonstrate anxiety 
in milligrams percent, causes us to reject 
the idea that what goes on in a patient’s 
head is equally as important as what oc- 
curs south of that area. 

Despite our ignorance of many of the 
basic principles of human behavior, our 
uncertainties arising from semantic con- 
fusion, and our inability to submit the op- 
erations of the human mind to laboratory 
analysis, there is no reason why we can- 
not treat the patient as a mind-body unity. 
We must use the knowledge we do possess 
and the intuitive insights which are avail- 
able even to the non-psychiatrist. In terms 
of our subject today, let us discuss the 
expectant mother as one who is just as 
expectant in her cerebrum as she is in her 
uterus. 

In a recent publication, H. S. Burr’ de- 
scribed some of the pathways through 
which mind and body interact. The inter- 
nal environment, he states, is controlled 
by motor and sensory components in the 
midbrain and basal ganglia. The cerebral 
cortex, often described as the mind of man, 
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develops from cells which have wandere:| 
out from the midbrain ganglia. In the 
process of wandering they remain con- 
nected with the midbrain through weil 
defined tracts. Thus the cortical cells, as 
receptors of stimuli from the external en- 
vironment, can affect the more primitive 
behavior controlled by the mid-brain. 
Through a process which is not yet fully 
understood, words and other symbols for 
ideas, can become “locked” in some of the 
ten billion cortical cells and thus serve as 
midbrain stimuli, Anxiety, Burr believes, 
results when cortical symbols conflict with 
midbrain control. 

Further light may be shed on this proc- 
ess by a comparative study of the human 
nervous system and electronic computing 
machines. The machines solve problems 
by means of data which have been previ- 
ously stored in the vacuum tubes. Per- 
haps humans react to a situation by 
means of data stored in the cortical neu- 
rones which can affect internal as well as 
external behavior. This comparative study, 
to which Norbert Weiner has given the 
name cybernetics, has already produced 
some fascinating and informative litera- 
ture. One example of this type of symbol- 
function relationship, is that of a man, 
severely allergic to roses, who was thrown 
into status asthmaticus by the sight of a 
paper rose on his physician’s desk. 

The effects of anxiety have been known 
since the work of Cannon, and more lately, 
of Selye. One aspect of anxiety, the 
amount of epinephrine in the peripheral 
blood, can be measured. S. R. M. Rey:- 
olds? cites an example of this in labor. 
In those patients in active labor who we:e 
not uncomfortable and did not require s°- 
dation, no measurable epinephrine ws 
found. It was found in those patients n 
active labor who were tense and unconi- 
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fortable enough to need medication. In 
patients with secondary uterine inertia, 
four times as much epinephrine was found 
as in the second group. Since epinephrine 
is a product of fear, and since one of its 
effects is to relax the uterus, these find- 
ings seem to indicate that anxiety may 
be a cause of uterine inertia. 

With this introduction, I would like to 
present some observations on the effects 
of anxiety in pregnancy and labor; its in- 
cidence, its detection, and its treatment. I 
cannot say to you, as the backwoods 
preacher once said to his congregation, 
“Today I am going to describe the inde- 
sciibable, define the indefinable, and un- 
screw the inscrutable.” I can only say 
that as personal observations, they seem 
pragmatically valid. 

It is my feeling that anxiety is present 
in most pregnant women. This is reality 
anxiety; anxiety which results from what 
she considers to be the realities of the sit- 
uation. For example, we would not con- 
sider it abnormal if a soldier in combat 
had profuse sweating, rapid pulse, ele- 
vated blood pressure, and all the other 
signs of sympathetic hyperactivity. This 
_ would be a normal reaction to the stress 
of a real situation. To use a more famil- 
_ iar example, those who fly occasionally as 
passengers on commercial aircraft may 
experience. a mild apprehension prior to 
departure. The realities of this situation 
are what keeps all those little booths sell- 
ing insurance. 

Let us compare the woman who is un- 
dergoing pregnancy with some who has 
never flown before. To stretch the anal- 
ogy even further, we should cornpare our- 
selves, as physicians, with the pilots who 
have flown hundreds of thousands of miles 
without incident and in complete safety. 
To us there is no cause for apprehension. 
Thoroughly familiar with the mechanics 
of our aircraft, with meteorology, with 


aerodynamics, with all the protective de- 
» Vices at our command, it may be difficult 
5 for us to understand why any of our pas- 
f Sengers would be tense. If we don’t go 
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back to the cabin and talk to them, if we 
don’t look for signs of fear, we may not 
discover that it exists. Or even if we do 
go back to the cabin, we will recognize 
the passenger who is hysterical with fear, 
but unless we make a special effort, will 
we discover the person who is suppressing 
anxiety, converting it to symptoms, or is 
simply so tense that she is completely 
miserable? It is entirely possible that 
we, being in a familiar situation, may be 
entirely unaware that for someone else 
reality may have a different meaning. Re- 
ality for our nervous passenger is prob- 
ably quite different. She is almost to- 
tally ignorant of the basic knowledge 
which we take for granted. She is con- 
stantly informed by all the media of mod- 
ern communication that airplanes do 
crash. Many of her friends have told her 
of having had unpleasant or even harrow- 
ing experiences in the air. Consequently, 
this is a stressful situation to her and she 
reacts accordingly. 

Reality for our obstetrical patients is 
similarly upsetting. Most women today 
have little factual knowledge of the fun- 
damentals of reproductive anatomy and 
physiology. Their mental set toward 
childbirth is a product of emotionally 
charged half-truths, misinformation, mis- 
conception, and superstition which condi- 
tions them to regard it as an unpleasant 
experience at best, or an ordeal at the 
worst. This point cannot be overempha- 
sized. Anyone who has ever listened to 
the questions asked by college girls will 
attest that even higher levels of educa- 
tion are no guarantee of knowledge in this 
area. When a woman becomes pregnant, 
her female relatives and friends begin to 
regale her with horror stories which are 
calculated, I hope unconsciously, to reduce 
her to a bundle of quivering terror by the 
time labor begins. Having a baby appar- 
ently confers a license on a woman to see 
how many pregnant girls she can horrify, 
and the season is always open. How many 
of your patients have asked you if stretch- 
ing really wraps the baby’s cord around 
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its neck? Even if they don’t quite believe 
it, it worries them, and, like the Chinese 
water torture, repeated small worries can 
wear away the stone of imperturbability. 

Let me assure you that this picture is 
not overdrawn. I wish it were. If you 
ask all your patients what their mothers 
have told them about having a baby, your 
hair will stand on end. A remark from 
an impressionable nineteen year old primi- 
gravida just the other day was typical. 
“Mother told me,” she said, “that when 
she had me, she went through agony.” An- 
other patient, who was about a week from 
term, expressed serious concern because 
she wasn’t having urinary frequency and 
constipation. When I asked her why she 
was concerned, she replied that several of 
her friends had told her that she should 
be having these symptoms. 

In passing, it should be mentioned that 
asking questions about what mother or 
friends have said is very productive in as- 
sessing anxiety, and provides the patient 
an opportunity to ventilate. If she has 
had a difficult, inert, or extremely uncom- 
fortable delivery, encouraging her to talk 
about her feelings is very revealing. 

If one attempts to elicit anxiety during 
the prenatal period, one finds that it is 
usually expressed as a specific fear: 

fear of death during delivery 

fear of injury or mutilation during delivery 

fear of having an abnormal baby 

fear of a difficult or complicated delivery 

fear of unbearable pain 

fear of behaving improperly during labor 

fear of anesthesia 

fear of not having analgesia or anesthesia 

fear of extreme postpartum discomfort 

fear of being inadequate in caring for a baby 

fear of changes in marital relationships 


Although it is unnecessary to discuss 
each of these fears in detail, I would like 
to point out the dilemma of a patient who 
fears unbearable pain and is also afraid of 
anesthesia. Such women have usually had 
a tonsillectomy as children. They will tell 
you that they cannot tolerate a mask over 
their faces, or they will say that ether 
makes them terribly sick. If they are also 
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afraid of “needles,” and if they have heaid 
that spinal anesthesia causes terribe 
headaches or paralysis, we can easily a )- 
preciate their problem, and ours. 

It is important to remember that thee 
fears can vary in degrees as well as spec i- 
ficity. The patient may express her fer 
at the first visit directly; she may express 
it later indirectly, or it may take a god 
deal of listening to get her to the poiit 
where she can verbalize her fear. She may 
present herself as a perspiring, nail bit- 
ing, shaking, semi-hysteric who appeai's 
ready to leap off the examining table at 
any moment, or she may appear to be 
calm, collected, and controlled. The former 
type is easier to treat; it is the latter who 
have the more difficult problem since they 
may have repressed their anxiety to un- 
conscious levels. The majority are some- 
where in between these extremes. Their 
anxieties are suppressed rather than re- 
pressed, and they can be reached and 
treated. 

There is another aspect of anxiety 
which needs discussion. This is iatro- 
genic anxiety. It seems that doctors are 
being blamed for almost everything these 
days. In one particular instance, a pa- 
tient sued because she claimed that her 
obstetrician had told her that her baby 
was dead when he failed to hear a fetal 
heart at four months, following an epi- 
sode of bleeding and cramps. The pa- 
tient stated that she became hysterical 
when she was bluntly informed of the doc- 
tor’s opinion.’ The legal merits of this 
situation need not concern us. What 
should concern us is the medical doctrine 
of primum non nocere, first do no harm. 
We can do harm if we are not aware of 
the possibility of arousing anxiety in ‘he 
patient. We communicate with the wo ds 
we use or the words we don’t use, w th 
our gestures or lack of gestures; w th 
our facial expression or lack of exp! °s- 
sion. We can communicate a feeling of 
concern even when we are not concerr 0d. 

I recall a patient who gave a hist: ry 
of a very difficult and painful first de’ v- 
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ery. Her second delivery was easy and 
she was awake by her own choice. No dif- 
ficulties were anticipated in her third de- 
livery, but when I first saw her in labor 
she was tense and uncomfortable, and re- 
quired sedation and anesthesia. Later she 
told me that a resident had told her on 
admission that she was going to have a 
big baby. Her first baby was big, while 
her second one was smaller. She equated 
a big baby with a difficult delivery, and an- 
ticipated trouble. As it turned out, the 
third baby was no larger than the second. 
The casual remark of the resident had 
served as a symbol which precipitated 
anxiety. 

A fetus in the breech position presents 
a similar circumstance. We may feel 
quite comfortable with breech deliveries. 
However, “breech” is a loaded word to a 
patient. If we tell her that her baby is in 
the breech position, we may at the mo- 
ment convey our lack of concern. When 
she returns home and tells her family and 
friends, they will not hesitate to inform 
her of the dangers of a “breech birth.” 
Unfortunately, they will have more time 
to influence her than we do. 

I never tell a patient that she has a big 
baby or a breech until it is necessary that 
she know, or I feel that she can cope with 
the information. In most instances this 
is during delivery or immediately there- 
after. Admittedly this is a debatable 
point, but I believe that the amount one 
tells a patient must be individualized and 
based on a careful assessment of a pa- 
tient’s capacity to adjust to the informa- 
tion. Too often we tell patients things 
because we are afraid of losing face. We 
are then giving information for our own 
needs and not for the patient’s needs. 
Very often a mother will chide me in the 
delivery room because I have predicted 
that her baby would be average in size 
and it turns out that it weighs over nine 
pounds, I would in most cases rather en- 
dure the ensuing banter than to take a 
chance on frightening the patient before 
delivery. If we feel we must give infor- 


mation that might upset a patient let us 
at least make some effort to offer her re- 
assurance with the information. 

Sometimes the situation is reversed and 
we can stimulate anxiety by not saying 
something or by adopting a non-commit- 
tal attitude. While we do our physical ex- 
aminations, the patient may be looking at 
us for signs which indicate our findings. 
Unconscious expressions or mannerisms 
may grossly mislead. If we mutter 
“hmmm” after listening to the heart, the 
patient may take this as a sign of dismay 
and we may well have started her on the 
road of hypochondriasis. If we fail to 
say anything at the time, some patients 
will take this to mean that our findings 
are unfavorable. Simple remarks such as 
“good” after taking a blood pressure are 
very reassuring. If you doubt the impor- 
tance of this simple principle try taking 
the blood pressure repeatedly with a wor- 
ried expression and note what happens. 
You will be surprised how many patients 
will respond with a significant rise. 

Let us now consider some of the spe- 
cific manifestations of anxiety in preg- 
nancy and labor. 


Nausea and vomiting, the traditional 
symptom of pregnancy, is probably one 
of the best examples of the interaction 
of psyche and soma. No purely organic 
or purely psychic etiology has ever been 
adequately demonstrated. It seems highly 
likely that it results from emotional tur- 
moil acting on an organ system which is 
undergoing profound metabolic change. It 
is my impression that those who have the 
most trouble have repressed their anxiety 
most deeply and consequently have little 
insight. Regardless of the exact mecha- 
nism, treatment is based on strongly posi- 
tive suggestion, This is usually given in 
the form of a pill, a suppository, or an in- 
jection of the latest anti-emetic drug. Be- 
fore you assume that the above state- 
ment is contradictory let me quote a study 
which was reported by Stewart Wolf in 
1950. Wolf used apomorphine very suc- 
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cessfully as an antiemetic by implying to 
his residents, and through them to the 
patients, that this was a new and costly 
drug manufactured for this purpose. The 
success of the drug which you happen to 
favor may well be due to the assurance 
with which it is used, rather than to its 
chemical formula. -This is a statement 
which may be made about many of the 
drugs we use, but is particularly appli- 
cable in the treatment of this symptom. 
If we hedge just a little, again in order to 
save face if the drug does not work, we 
are suggesting that it might not be effec- 
tive, and very often it fails. In the past 
five years I have only had to hospitalize 
one patient for this condition. This was 
a highly intellectual primigravida who 
held a responsible job as a mathematician 
in a large industrial corporation. She was 
slight of build, wore her hair in a boyish 
bob, and usually appeared in the office in 
slacks. She had no insight as to her ob- 
vious rejection, both of her femininity and 
her pregnancy. In addition, a protective 
mother kept in constant touch with her 
by long distance telephone offering such 
helpful information as, “you’ll probably 
do this the whole nine months just like I 
did.” Hospital admission became neces- 
sary when the usual measures failed. Af- 
ter her dehydration had been corrected, 
light hypnosis was induced. No attempt 
at developing insight was made. Simple 
suggestions were given that her nausea 
would disappear, that she would remain 
relaxed, and would retain food. This was 
immediately successful. Hypnosis is the 
ultimate in suggestive therapy and in this 
condition works very well. 


Weight control is one of the major prob- 
lems of pregnancy. While there is no 
complete agreement on the cause of ex- 
cessive weight gain, majority opinion fa- 
vors the view that it is usually the result 
of compulsive eating. This in turn results 
from a bid for sympathy and: affection. 
Dr. C. Knight Aldrich tells of one obese 
pregnant woman who confessed: “It seems 
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that almost anything can start me eat- 
ing. Now that I’ve left my job and am 
home alone, I get lonesome and eat; when 
I worry about how I'll be able to take care 
of the baby, I eat; if I have an argument 
with my husband, I eat; and even after 
the obstetrician has bawled me out bhe- 
cause of my weight, I go right home and 
eat.’ If the physician can give the over- 
weight patient sympathy and strong sup- 
port and show a continuing interest in her 
weight reduction, almost any diet and sup- 
plementary medication will be effective. If 
he reprimands her, she will interpret this 
as a rejection and eat all the more. 


The minor symptoms of pregnancy usu- 
ally include pain or discomfort due to 
pressure of the baby on muscles or other 
supporting structures, pain due to spasm 
of the round ligament or joint relaxation, 
or simply pressure on contiguous struc- 
tures. When patients complain of such 
symptoms they are really asking: “Is this 
normal? (in the sense of usual or com- 
mon). Reassurance that it is common, 
coupled with simple, common-sense sug- 
gestions for relief are all that is required. 
Very often it develops that members of 
the family or friends have been telling the 
patient that these are signs of premature 
delivery or some other disaster. 


Toxemia, Certain observations suggest 
that psychic factors play an important 
role in the development of preeclampsia. 
I am not implying that its etiology is en- 
tirely psychogenic; yet I do not believe 
that it is entirely somatic. The incidence 
of preeclampsia is high in the practices of 
young men who have just completed resi- 
dency training. This occurred in my own 
practice as well as others. It seems to me 
that the young doctor is apt to be eager 
and perhaps overconscientious, When his 
patient shows more than the expected 
weight gain, or a beginning elevation of 
blood pressure, he is naturally concerned 
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adroit in handling patients, and conse- 
quently communicates less concern and 
becomes less threatening. 

One can explain the decreasing inci- 
dence of preeclampsia on the increasing 
number of drugs available, particularly 
the newer diuretics. However, as in the 
case of the antiemetics, I believe that the 
confidence with which we use these drugs 
plcys a role in their effectiveness. 

Another aspect of toxemia has puzzled 
m:. We have had patients in our office 
wo have shown an elevated blood pres- 
sure and weight gain which were not re- 
sponsive to ambulatory treatment. When 
this occurs we insist on hospitalization. 
By the time some of these patients have 
been admitted, the blood pressure has re- 
turned to normal levels. This makes us 
feel very guilty but as yet we have arrived 
at no logical explanation. 


Labor and Delivery. Some twenty-five 
hundred years ago, Plato described democ- 
racy as “full of variety and disorder, dis- 
pensing a sort of equality to equals and 
unequals alike.’”® There is variety in la- 
bor, not only in such measurable attri- 
butes as length of labor or type of deliv- 
ery, but in each patient’s reaction. There 
is disorder which needs no description, 
and there are the routines through which 
we dispense a sort of equality to equals 
and unequals alike. We are all familiar 
with the two extremes of labor. At one 
end of the behavior scale is the girl who 
arrives at the hospital, often in far ad- 
vanced labor, in no apparent distress. Her 
labor proceeds with dispatch; she requires 
no medication, and she delivers unevent- 
fully. At the other extreme is the patient 
whose advent is often heralded by moans 
of anguish, and whose labor is character- 
ized by sound and fury despite liberal use 
of sedation. Between these two are the 
majority of women who express in their 
individual ways varying degrees of mus- 
cular and emotional] tension. 

We tend to describe the various behav- 
ior of women in labor in terms of differ- 
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ences in pain threshold or the presence or 
absence of stoicism. Such explanations 
are fatalistic. They imply that there is 
nothing we can do except to offer our 
favorite potion of the moment. I submit 
that if we consider the patient’s reaction 
to labor as the product of anxiety, we will 
be able to do something about it which 
will be more effective. 

If we assume that pain in labor is in- 
evitable, then our only recourse is to con- 
tinue the fruitless search for a perfect 
pain relieving chemical. If we can accept 
the hypothesis that pain in labor is at 
least partially based on anxiety, then we 
can develop means to combat anxiety. The 
ideal labor and delivery result in an un- 
complicated and safe delivery for the 
mother; the baby is healthy and undam- 
aged; there is no discomfort; there is no 
necessity for the use of analgesia and an- 
esthesia. Available evidence indicates that 
these goals are attainable if we direct our 
efforts to the control of anxiety. 

Let me emphasize at the outset that I 
am advocating no particular system or 
method. An expectant mother who at- 
tended classes in preparation for delivery, 
recently told her instructor that she had 
deduced from reading the magazines, that 
there are seven ways to have a baby.® This 
seems to be the epitome of confusion, but 
is a logical result of semantic dogmatism. 
Many of us find it difficult to think or be- 
have without a convenient label, or cubby- 
hole in which to place ideas. Once we 
have everything classified, then there is 
no further need to think about them; we 
can react, make inferences, and form judg- 
ments without further cerebration. 

If we set out to prepare a patient for 
labor and delivery; if we accept as our 
goal the safest, most comfortable, and 
easiest delivery possible, then we must be 
eclectic in our approach, selecting from all 
methods, techniques, and disciplines those 
features which suit our purpose best. 

Accordingly, to treat anxiety effec- 
tively, we must use psychotherapeutic 
techniques. This does not mean that we 
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need extensive psychiatric training. We 
will still call on our psychiatric colleagues 
for help with seriously disturbed patients, 
but the basic techniques of psychotherapy 
are within the competence of any practi- 
tioner of medicine. In fact, all good doc- 
tors use them every day, albeit sometimes 
unwittingly. To use them most effica- 
ciously, we must be fully aware of what 
we are doing. Such techniques and pro- 
cedures as discussion, reassurance, expla- 
nation, reeducation, suggestion, and con- 
ditioning all have a place in obstetrical 
practice. 

Discussion includes more than an ex- 
change of complaints and remedies. The 
patient must be given an opportunity to 
relate her attitudes and feelings. Reas- 
surance covers a broad area and is both 
general and specific. It is not a fatherly 
pat on the back, and is not a “don’t worry, 
just leave everything to me.” Years ago, 
our professional predecessors, the witch 
doctors, priests, and shamans, could do it 
by virtue of blind faith, compounded of 
awe and ignorance, which they com- 
manded. The sophisticated patient of to- 
day does not come to us with confidence 
in our magic, as a glance at the increas- 
ing incidence of malpractice litigation in- 
dicates. 

Reassurance begins with standard med- 
ical procedures, a history and a physical 
examination. It continues and is rein- 
forced by conformity to the highest stand- 
ards of modern obstetrical care. It re- 
quires empathy, understanding, a warm, 
individual approach and repeated, posi- 
tive statements that everything is pro- 
ceeding normally. 

Explanation is necessary to overcome 
the patient’s ignorance; reeducation is 
necessary to overcome her built-in miscon- 
ceptions and superstitions. She must be 
given enough information so that she can 
comprehend what is going on, what she 
can do about it, what we will do about it, 
and why. ji 

The importance of suggestion cannot be 
overestimated, even though it cannot be 
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measured. Because of suggestion, double 
blind studies are necessary in assessing 
drugs; we are often in doubt as to 
whether it is the biochemical action of a 
drug, or the fact that we prescribe it, 
which is responsible for the desired e'- 
fect. When we do administer a drug we 
must do so with strong positive sugges- 
tion. It is operative, not only with drugs, 
but in everything we do for or to the pa- 
tient. We suggest not only with words 
but with our attitude. We must be cer- 
tain that we give positive suggestions. The 
ultimate in suggestion is hypnosis. Be- 
cause of the doctor’s lack of time, skill, 
or inclination, its role may be limited, 
but the role of simple suggestion is not 
so limited. 

Conditioning usually refers to the es- 
tablishment of an automatic response to 
a stimulus. This is the classical Pavlov- 
ian conditioned reflex and has been in- 
voked by the Russians, as the basis of 
psychoprophylaxis in childbirth. Used in 
another sense, conditioning means train- 
ing. Delivery involves muscular effort, 
and if we are going to undertake a pro- 
gram to prepare mothers for childbirth, it 
seems logical to include some training in 
that program. Whether that training is 
“entirely” muscular, whether it is “pure” 
suggestion, or whether it actually does in- 
volve the establishment of Pavlovian re- 
flexes is presently unanswerable. In my 
opinion all three mechanisms may be in- 
volved. The exercises and _ breathing 
techniques have been derisively described 
as “yoga,” “witchcraft,” or simply as 
“rolling around on the floor.” Often those 
same. doctors who refer to them as 
“mumbo jumbo” are those who induce re- 
laxation in their patients by telling them 
to gaze at a shiny object and feel their 
eyelids getting heavier. 

Two other aspects of the exercise pro- 
gram deserve consideration. The just-fi- 
cation of the prophylactic low forceps “p- 
eration for delivery is based on the fact 
that if the descending fetal head mevts 
great resistance from the perineal mus- 
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cles, the resultant pressure causes fetal 
anoxia, Such pressure can be built up 
when the uterine and abdominal contrac- 
tions are strong and frequent and the 
mother strongly contracts the perineal 
muscles. She is in effect, exerting one 
force against the other, and the vector of 
these two forces results in pressure 
against the baby’s head. This is most apt 
to occur when the patient is frightened by 
the perineal sensations, has not expected 
them, and does not know what to do 
about them. One of the great advantages 
of the physical training is that mothers 
are taught what to expect, when to ex- 
pect it, and in this instance, how to relax 
the perineal muscles at the proper time. 
A properly trained mother does not push 
against herself, and trained primigravi- 
dae can complete the second stage in four 
or five contractions. 

Another aspect of physical training is 
of interest. We have recently seen several 
reports on the use of a pressure suit to 
relieve the discomfort of first stage labor. 
This is a device, similar to the pressure 
suit of the aviator, which is applied to the 
torso in such a manner that the pressure 
can be varied. When a contraction be- 
gins, the mother closes a valve which 
lowers the pressure inside the suit to less 
than one atmosphere. This causes the ab- 
dominal wall to rise and the uterus behind 
it to lift into the axis of the vagina. It is 
postulated that the relief of pain occurs 
because of the lifting of the abdominal 
wall and the uterus. 

For many years we have been teaching 
our patients to breathe diaphragmatically 
during first stage contractions in such a 
manner as to lift the abdominal wall away 
from the uterus. According to the pa- 
tients, this has been one of the most help- 
ful techniques they have learned. Being 
reasonably sceptical, I have felt that the 
main value of this breathing was prob- 
ably due to suggestion, or perhaps dis- 
traction, or both. Now it seems that it 
may have some physiological basis. 

Having taken the liberty of including 
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physical training under the heading of 
psychotherapy, I would like to take an- 
other, and mention briefly the use of med- 
ication. Despite all our efforts to prepare 
our patients for labor, I know of no one 
who is one hundred per cent successful in 
terms of the goals previously described. 
There are some patients whom we cannot 
reach for one reason or another. They 
will require medication in labor. Those 
who require it should get it, not on a rou- 
tine basis, but in individually prescribed 
types and amounts. The patient who is 
overtly anxious in early labor needs a 
different drug than one who is in pain 
late in the first stage. The same is true for 
anesthesia; our armamentarium should 
include the entire gamut of agents and 
techniques, so that we can use the one 
which is most applicable in the situation. 

One more question remains to be dis- 
cussed. If we conceded that a psychoso- 
matic approach to obstetrics includes the 
psychotherapeutic measures described 
above, how do we find the time to prac- 
tice it? We are all busy, and the explod- 
ing population figures indicate that we 
will be busier. The answer lies in the 
more efficient use of time, the use of an- 
cillary personnel, and the exploitation of 
group dynamics. 

Education, explanation, and condition- 
ing are more efficiently carried out in 
groups, and properly trained nurses can 
assume part of the burden. Patients will 
identify with the group, discuss their 
problems more freely, and helpful motiva- 
tions can be developed. The way in which 
this is organized is a matter of personal 
predilection and local circumstance. In 
some areas there are organizations which 
sponsor classes; in others, this is done by 
a hospital; in still others, a doctor or a 
group of doctors do it themselves. One 
of the busiest obstetricians I know deliv- 
ers over five hundred babies a year, yet 
he and his two nurses manage to give 
classes, As more and more women dis- 
cover the advantages of preparation for 
childbirth, the demand increases, and 
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Action follows conviction, not knowledge. 
Pierre Lecomte Du Novy (1883-1947) 
Human Destiny 


* * * 


I have always thought the actions of men the best interpreters of their thoughts. 


John Locke (1632-1704) 
An Essay Concerning Human Understanding. 
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Psychosomatically Speaking 


EDWARD PODOLSKY, M.D. 


The Peptic Ulcer Personality 


Psychosomatic studies have brought out 
certain characteristics of the peptic ulcer 
personality. He is apparently burdened 
by certain characteristic conflicts which 
he is unable to resolve. What appears 
outwardly to be a hard-driving, active, ef- 
ficient, go-getter proves actually to be an 
insecure, dependent man whose unsatis- 
fied cravings for love and dependence on 
others cannot be accepted because they 
are too humiliating to him. Since these 
needs do not correspond to the picture he 
has of himself, he tries hard to compen- 
sate; indeed, he will often over-compen- 
sate. When his ambition is thwarted or 
his efforts toward success and accomplish- 
ment and leadership are too challenging, 
his stomach rebels. There is reason to 
believe that these passive, receptive crav- 
ings, when not satisfied—as they can 
hardly be in an individual whose conscious 
life is so consecrated to activity and suc- 
cess—find their expression in a primitive 
way. Just as anger and fear and pain 
may express themselves in the form of 
trembling and pallor and sweating, so 
the need to be loved and cared for, when 
denied, may express itself as a desire to 
be fed. The stomach.is then constantly 
alerted and behaves as it does during di- 
gestion, continuously prepared for food 
that it does not receive. The constant 
psychic stimulation of subcortical centers 
apparently produces local functional dis- 
turbances in the upper digestive tract that 
may be followed by ulcer formation. 


Rheumatoid Arthritis 


It has been ascertained that in many 
cases of rheumatoid arthritis the general 
psychodynamic background is a chronic 
inhibited, hostile, aggressive state orig- 
inating as a reaction to the earliest maso- 
chistic dependence on the motor that is 
carried over to the father and all human 


relationships, including the sexual. The 
majority of these personalities learn to 
discharge hostility through masculine 
competition, physical activity, and serv- 
ing, and also through domination of the 
family. When these methods of discharge 
are interrupted in specific ways, the per- 
sistent increased muscle tonus resulting 
from the inhibited aggression and defense 
against it, in some way precipitates the 
arthritis. But these factors—rejection of 
a masochistically conceived feminine role 
with its typical defense of masculine pro- 
test, increased muscular tension or spasms 
due to inhibited hostile aggression—are 
found so commonly in patients who do not 
suffer from arthritis that additional etio- 
logical factors, still unknown, must be pos- 
tulated. The nature of these factors is 
probably somatic: inherited, traumatic, or 
infectious. Whether further studies of 
psychodynamics and physiology will allow 
the claim that certain cases may develop 
a pathologic joint change only as a result 
of chronic muscular tension without any 
predisposing somatic involvement remains 
to be seen. Be this as it may, recrudes- 
cence of the psychologic conflict situation 
is largely responsible for relapses, and im- 
provement of the psychologic situation 
largely responsible for remission. 


Emotional Factors in Dental Ailments 


It has been found that in some cases of 
dental disease there are strong emotional 
factors. In a series of cases of acute 
necrotizing gingivitis and chronic perio- 
dontitis, the following was observed: 1) 
Oral dependency was the most striking 
central dynamic problem in the group as 
awhole, 2) The acute neucrotizing gingi- 
vitis seemed to be precipitated by acute 
anxiety arising from conflict over depend- 
ency and/or sexual needs. 3) Chronic 
periodontitis occurred in less acute con- 
flicts but still involved dependency needs. 
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Bleeding gums often occurred at times of 
greatest anxiety. Tooth grinding was a 
frequent habit. 


Atopic Dermatitis—Dynamic Factors 


Patients with atopic dermatitis have 
been found to exhibit certain character- 
istics. Quite often the characteristic fam- 
ily constellation includes a strongly hos- 
tile-dependent relationship with the 
mother. The characteristic major con- 
flict is in the sphere of heterosexual re- 
lations. Strong strivings for sexual re- 
lationships are frustrated to various de- 
grees. Suppressed weeping is a promi- 
nent symptom. Weeping expresses a de- 
sire to overcome separation from the loved 
object, basically the mother. Itching and 
scratching are manifestations of anger 
toward mother figures or heterosexual ob- 
jects. Because of guilt and fear, this an- 
ger is handled masochistically, expressing 
itself in self-destructive scratching, which 
may be secondarily erotized. Objectively 
these patients are often timid and shy. 


Emotional Origins of Low Back Pain 

It has been found that pain due to mus- 
cle tension of conversion origin (repressed 
rage) results in an extended rigid back, a 
bent back (camptocormia, or scoliosis, or 
bizarre postures). Repressed emotions of 
various kinds may lead to pain of conver- 
sion origin where there is no evidence of 
muscle tension, 

Musculoskeletal neurosis involving the 
spine can be considered as a kind of pos- 
tural reaction, that is, a psychogenic dys- 
function of posture as manifested by a 
bent back, or a rigid extended back, or 
scoliosis, etc. Psychodynamically, verte- 
bral postural reactions stem from con- 
flicts about assuming adult status as man- 
ifest by an upright posture. 


Glaucoma 

It has been found that in a group of 
patients with glaucoma, the appearance 
and exacerbation of eye symptoms and 
signs coincided frequently with stressful 
life situations and emotional reactions of 
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anger, anxiety or depression and rarely 
with feelings of happiness. Periods of 
tranquility were associated with remis- 
sions. No specific threatening life situa- 
ation, but a variety of problems and their 
symbolic representations were associated 
with changes in eye symptoms and find- 
ings. Failure of adaptation was com- 
monly evidenced by overconscientiousness 
and meticulousness, fluctuations in mood, 
excessive body preoccupation, difficulty in 
establishing and maintaining satisfactory 
interpersonal relationships, sexual malad- 
justment, and a multiplicity of other psy- 
chophysiologic disturbances as well as 
those involving the altered function of the 
eye. Both conscious and unconscious psy- 
chic forces appear to be connected with 
an imbalance between the sympathetic and 
parasympathetic nervous system. This is 
accompanied by both widespread vasomo- 
tor responses involving fluctuations in the 
systemic blood pressure and by localized 
reactions in the eyes involving lability of 
intraocular pressure. In association with 
personality responses there are, in some 
individuals, a concomitant participation 
of the eye in the emotional upheaval and 
an increase in intraocular pressure which 


may represent an inappropriate and in- [| 
effectual biologic reaction pattern of mob- | 


ilization. Such a response is especially 
common in the aging period where there 
is frequently a decrease in the flexibility 
and effectiveness of psychologic and phys- 
iologic mechanisms maintaining homeo- 
stasis. 


Bronchial Asthma 


It has been ascertained that in acute 
attacks of asthma not only exacerbations 
of the condition but also, at times remis- 
sions, are associated with situations ‘hat 
provoke acute anger or other violent ef- 


forts. In many cases, the presence o/ al- 
lergens to which the patient is sensitive | 
does not alone explain the attack. Such} 


factors as fatigue and emotional disturb-} 
ances have been secondarily involved. Re-} 
cently, evidence has been accumul:ted 
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that asthmatic attacks can be brought on 
by hypnosis in asthmatic patients, and 
even by direct suggestion. 


It has been postulated that the asth- 
matic patient undergoes a development 
characterized by an “affection” of the re- 
s} iratory apparatus in early childhood as- 
ciated with certain emotional factors at 
that time. Emotional upsets in childhood, 
at as conditioning factors, and there is 
dvelopment of a marked dependence on 
a hated, domineering and aggressive 
mother. 


C :rdiovascular Diseases 


Acute cardiac and cerebral insults have 
been repeatedly described following emo- 
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tional outbursts. In some cases, excite- 
ment and anger apparently bring about a 
rise in blood pressure, which causes 
breaks in peripheral vessels already weak- 
ened by an existing lesion. Likewise, 
acute transitory changes in blood pres- 
sure, pulse rate and cardiac output are 
known to be associated vith disturbing 
situations and with various emotions. 
Similar episodes are known to produce ex- 
acerbations in other illnesses, such as 
Raynaud’s disease and essential hyper- 
tension in which a vascular lesion already 
existed. Distinct personality traits have 
been described in patients with elevated 
blood pressures. 


1049 E. 18th St., Brooklyn 30, N. Y. 


The American psychotherapeutic scene is characterized by a multitude of conflicting 


theories and methods. 
heal by persuasion . . 


Despite their apparent diversity, however, all are attempts to 
. they try to induce changes in patients’ attitudes and behavior 


which, it is believed, will diminish their suffering. 


Jerome D. Frank, M.D. 


Persuasion and Healing 
Johns Hopkins Press, Baltimore. 


| 

UNE | 
‘ely 
of 
nis- 
ua- 
1eir 
ited 
ind- 
om- 
less 
od, 
y in 
ory 
lad- 
ISy- 
as 
the 
ith 
and 
s is 
mo- 
the 
ized 
y of 
vith 
ome 
tion 
and 
sich 
in- 
nob- 
here 
ility 
hys- 
neo- 
cute 
ions 
mis- 
hat 


206 PSYCHOSOMATICS 


MAY-JUNE 


Organized Psychiatry’s Responsibility to 


Clinical Medicine 


CHARLES E. GOSHEN, M.D. 


The past hundred years of history will 
probably be known as the period which 
saw the development of wide-spread appli- 
cations of science to everyday life. It be- 
gan momentously in 1859, with the publi- 
cation of Darwin’s “Origin of Species,” 
the first major contribution of science to 
the theory of biology. Previously, sci- 
ence had concerned itself almost exclu- 
sively with physics, chemistry and as- 
tronomy and in spite of the revolutionary 
advances made by Copernicus, Galileo, 
Newton, etc., it remained as an academic 
and philosophical hobby of a few intellec- 
tuals. Darwin’s contribution, on the other 
hand, met with an immediate and enthu- 
siastically favorable or vehemently antag- 
onistic response on the part of many di- 
verse people. The theory of evolution be- 
came a subject in which most educated 
people of the day took an interest. 

The science of human behavior started 
to become a prominent subject of study 
and discussion a hundred years ago. At 
that time, the American Psychiatric As- 
sociation was 15 years old, and through 
the writings and teachings of some of its 
13 founders (Dr. Thomas Kirkbride, Dr. 
Isaac Ray, etc.), began to establish the 
study of mental patients on a scientific 
basis. Previously, medicine’s interest in 
mental patients had been, primarily, a hu- 
manitarian one, but during the 1850’s cer- 
tain physicians had specialized in the sub- 
ject to such an extent that psychiatry 
was becoming a recognized specialty. Also, 
during the same time, Dorothea Dix was 
actively crusading in our state legisla- 
tures, our Congress, the provincial legisla- 
tures of Canada, and in Scotland to enlist 
support for the building of specialized 
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mental hospitals. Between 1859 and about 
1890 there developed a great public inte:- 
est in the improved treatment of mental 
patients. Many mental hospitals were buiit 
during this period, and a few psychiatric 
services in general hospitals came into 
being. 

During the 1850’s, the American Psy- 
chiatric Association adopted a set of 
“Twenty-six Resolutions,” apparently 
originated by Kirkbride, which set forth 
the principles which were recommended 
to guide the construction and operation of 
mental hospitals. One of these “resolu- 
tions” stated that no hospital should have 
more than 250 beds, and no hospital ward 
more than 16 beds. Some of the hospi- 
tals built after this conformed to these 
limits. The results of the treatment given 
mental patients were reported to be 95% 
successful in some of these hospitals. The 
staff had meals with the patients and 
often lived in the same buildings. These 
physicians tended to be active in the gen- 
eral medical life of their communities, and 
enjoyed a fairly respectable reputation 
among their medical colleagues. 

If American psychiatry had continued 
to progress along the lines of develop- 
ment which were apparent between 1860 
and 1890, it would probably have a much 
different status today. Instead, however, 
a new and different trend set in toward 
the end of the century. Many things le- 
gan to happen which created a new kind 
of reputation for psychiatry in the eyes 
of the public. Economy-minded state lez- 
islatures felt that the recommended 230 
bed hospital was uneconomical, and }« r- 
mitted the existing hospitals to griw 
enormously in size. The optimistic st4- 
tistics on results of treatment were found 
to be exaggerated, and a deeply pes«i- 
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mistic reaction to therapy set in. Some 
bad newspaper publicity depicting alleged 
social misconduct of ex-hospital patients 
was viewed by the new Victorian morality 
as highly alarming. These, and other fac- 
tors, rapidly led to the adoption of many 
neasures which sharply restricted the 
freedom and civil rights of mental pa- 
tents. All hospitals got to be so large 
that they began to face the disastrous per- 
sonnel shortages which still affect them. 
Now hospitals were built in the remotest 
possible locations in order to hide them 
fiom the public. By the time of World 
Var I, our mental hospitals had been con- 
verted into prisons, The states became 
increasingly more reluctant to spend ade- 
quate sums of money for care. All of this 
resulted in American hospital psychiatry 
becoming professionally isolated. 

Meanwhile, the first move on the part 
of psychiatry to move outside of hospital 
circles began with the psychoanalytic 
movement, Started by Freud in Vienna 
at the turn of the century, it was intro- 
duced to this country by A. A. Brill. Al- 
though the psychoanalysts concerned 
themselves mostly with non-hospital pa- 
tients, they still did not fare any better 
than the hospital psychiatrists in the rep- 
utation they enjoyed among other phy- 
sicians. Their theories were too unac- 
ceptable, either on moral or scientific 
grounds, to command the respect of medi- 
cal leaders. Unfortunately, too, there 
arose many long and bitter controversies 
among the analysts themselves. American 
psychiatry, between the two World Wars 
came, then, to be characterized by two 
independent types of isolation. One group 
was isolated in the large, remote, mental 
hospitals, and the other group became iso- 
lated behind their analytic couches and 
theories, This isolation appeared to be 
mutually acceptable to the psychiatrists 
as well as the rest of the medical profes- 
sion. 

During World War II, however, a new 
reversal in trends began. Almost over- 
night, psychiatry became respectable 


again. For the first time in many years, 
psychiatrists began to work side by side 
with other physicians, with common ob- 
jectives. More and more physicians came 
to realize the inadequacy of orientation to 
psychiatry in medical school. For a while, 
during and immediately after the war, 
there was a great increase of interest in 
psychiatric training. This interest in psy- 
chiatry as a specialty has tended to level 
off during the past few years, and the per- 
centage of physicians electing the spe- 
cialty has fallen to its pre-war level, in 
spite of a growing number of inducements 
in the way of highly publicized jobs, 
greater prestige and a common belief that 
there is a high income potential in the 
field. Nevertheless, the general practi- 
tioners and the non-psychiatric specialists 
are developing a much greater interest in 
using the principles of psychiatry as an 
adjunct to their medical practices. Their 
preference for broadening clinical medi- 
cine to include psychiatric understanding 
rather than specializing in psychiatry is, 
perhaps, due to the prevalent distaste for 
getting involved with the more disturbed 
types of psychiatric patients. Meanwhile, 
beginning during the last war, psychiatry 
itself has moved out of its traditional iso- 
lation and is now found more commonly 
in the hospitals and communities where 
the other physicians work. The public is 
seeking psychiatric attention for the rela- 
tively commonplace problems of living, 
and not waiting until institutionalization 
becomes imperative. This public reaction 
is rapidly eradicating the sharp distinc- 
tion which had prevailed between psychi- 
atric problems and physical ones. The 
clinical practice of medicine is now being 
viewed as a blend of the two, where there 
is a growing question as to where the psy- 
chiatrist belongs, and how far the gen- 
eral practitioner might venture into the 
mental health of his patients. There is 


an increasing tendency for people to look 
to medicine for a solution to all their 
troubles, and not only for somatic mat- 
ters. 


In a sense, the physician is once 
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again being asked to assume the ancient 
role of the primitive medicine man. 

It is safe to say that the advances psy- 
chiatry has achieved has made the psy- 
chiatrist a respected member of the medi- 
cal fraternity once more, after a long pe- 
riod of ostracism, This is not meant to 
imply, however, that with this respecta- 
bility has come popularity. At best, the 
psychiatrist is looked upon as a necessary 
evil by the typical general practitioner. 
The difference lies in the fact that only a 
very short time ago he was regarded as 
evil but not necessary. In communities 
where psychiatry is not represented, the 
absence is noticed and a handicap is felt. 
Nevertheless, the new psychiatrist is sel- 
dom welcomed with open arms. He is still 
suspected of some kind of witchcraft; yet 
there seems to be more of an interest in 
giving him a chance to prove his useful- 
ness. 

The future of psychiatry will depend, to 
a very large degree, upon the success in 
breaking down the artificial and tradi- 
tional barriers between our specialty and 
the rest of medicine. These barriers need 
to be attacked at the medical school level, 
in the internships, as well as at the level 
of medical practice. To those of us who 
have been working toward this objective 
recently, a very significant observation is 
made repeatedly evident: the finding that 
when another physician acquires some 
basic and workable understanding of the 
mental life of his patients, he becomes a 
strong friend of psychiatry. It would ap- 
pear, then, that much of the resistance or 
hostility we have seen in other physicians 
toward psychiatry is related to their lack 
of confidence in making use of psychiatry 
in their practice. Very often, it seems, 
that the use made of psychiatric training 
is most gratifying when it brings to the 
physician himself a gicater feeling of 
comfort in handling his patients, over and 
above the benefit it brings to the patient. 

We all would hope that the future of 
medicine will see a complete dissolution of 
the traditional barriers between psychi- 
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atry and the rest of medical practic. 
Meanwhile, both we psychiatrists and our 
other medical colleagues need to start 
chipping away at the wall which sep: - 
rates us. To do this, we might select a 
target for our initial attack. It would 
appear to be most fruitful if we made a 
concerted effort to join the other speciai- 
ists in the community general hospital. 
Until WW I there was only a handful of 
general hospitals which included separate 
psychiatric services. Most of these were 
large city hospitals whose psychiatric 
units served as receiving centers for the 
state mental hospitals. After WW I, a 
sizable number of clinical and teaching 
centers developed psychiatric services. 
During and after WW II, the large mili- 
tary and VA hospitals recognized the need 
for well developed psychiatric services, 
and many of these became our best mod- 
els for setting up administrative and ther- 
apeutic precedents for psychiatry in the 
general hospital. In many of these hos- 
pitals, psychiatry enjoyed a status com- 
parable to that of the other specialties. 
Since WW II, all the influences de- 
scribed above combined with a huge im- 
petus given by the Hill-Burton Hospital 
Construction Program, brought a much 
larger number of psychiatric units into 
general hospitals. At present about 400- 
500 of the total of 6000 general hospitals 
have fairly distinct psychiatric services. 
There is about an equal number, in addi- 
tion, which make some sort of provision 
for psychiatric care. The total number 
of psychiatric beds in these general hos}i- 
tals is in the neighborhood of 20,000, and 
about half of these are in the 25 or so 
larger hospitals. This bed capacity cor- 
pares with 550,000 beds in the public men- 
tal hospitals. In spite of the fact th:t 
less than 4% of the total psychiatric bes 
are found in these general hospitals, la-t 
year they handled 225,000 new patien's 
which was a greater number than the nev 
admissions to the public mental hospita :. 
The average length of stay of patients 1 
state hospitals is now about 3 years, ar 1 
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35°° of those discharged are subsequently 
readmitted. Figuring the per diem cost 
at $5/day, it costs the states $5,500 for 
each admission, In contrast, admissions 
to psychiatric service in general hospitals 
average about three weeks, and the cost 
of care ranges between $20 and $30/day, 
making an average cost of about $500 per 
admission. 

} ortunately, the small psychiatric serv- 


_ ice. in the general hospitals of 150-300 


becs tend to enjoy a fairly acceptable rep- 
uteiion in the eyes of the public. This 
maxes it more likely that patients will 
seex early admission. Certain features, 
wh. n included in the design and operation 
of ‘hese psychiatric services, tend to en- 
hance this favorable public reception. 
They include the following: (1) Absence 


_ of court commitments, with admission on 


a purely voluntary basis; (2) Adoption of 
the ‘‘open door” policy with no special at- 


tention paid to security measures; (3) 


Absence of an exclusive preoccupation 
with one therapeutic technique, such as 
electroshock treatment; (4) Presence of a 
well-run activity program for the pa- 
tients; (5) Presence of a training pro- 
gram; (6) Maximum attention paid to a 


colorful, attractive design and decorating 


schemes; (9) Close working relations with 


_ the other specialties with a mutual ex- 
change of service; (8) Presence of a dy- 


namic leadership in the form of a principal 
director who spends a major portion of 
his time on the unit; and (9) Inclusion 
of adequate follow-up services, including 
some of the new ideas such as the day 
hospital. The latter deserves some spe- 
cial comment, for incorporation of a day 
hospital program can literally double the 
capacity of a psychiatric service. Day pa- 
tients may be made up of those previously 
hospitalized, or of those not requiring 24 
hour per day care. They attend the day 
care center eight hours a day, five days a 
week, and engage in both individualized 


_ treatment and group activity programs. 
| With this kind of program, a compact 
} 20-bed service can easily handle an aver- 


PSYCHOSOMATICS 


209 


age daily patient load of 40, if adequate 
personnel are provided. This type of ex- 
pansion in service often makes it justifi- 
able to develop occupational therapy, so- 
cial services, etc., which might seem ex- 
cessive for the more usual type of 20-bed 
unit, 

To summarize our remarks about the 
psychiatric services in general hospitals, 
the following points are offered as guides: 
(1) Any general hospital of 200 beds or 
more does not deserve to be called “gen- 
eral” unless it includes an active psychi- 
atric service of about 10% of its bed ca- 
pacity; (2) Hospitalization insurance 
plans can greatly facilitate the develop- 
ment of these psychiatric services when 
they eliminate the old discriminatory 
clauses against psychiatric admissions; 
(3) The psychiatric services in general 
hospitals should be oriented primarily to- 
ward active, intensive treatment of pa- 
tients rather than simple screening or cus- 
todial care, or serving as adjuncts of lo- 
cal jails; (4) The most successful psy- 
chiatric service is the one which achieves 
a good mutual working relationship with 
the other services. 

Our last point brings us back to the 
subject at hand, namely, the integration 
of psychiatry with clinical medicine. An 
immediate objective worthy of the atten- 
tion of local medical societies, including 
the psychiatric groups, could be a con- 
certed drive to develop more and better 
psychiatric services in community general 
hospitals. Any influence which might 
prove effective has to come from outside, 
and the interest which medical societies 
have in improving medical care can well 
be expressed by exerting an influence in 
this direction. By the process of psychi- 
atrists and other physicians working to- 
gether on this common objective, a great 
deal can be accomplished in learning to 
better understand each other. To this 


end, it is recommended that a joint com- 
mittee of members of the county or state 
medical societies and the state psychiatric 
society study the question of psychiatric 
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services in the state’s general hospitals, 
and exercise their influence in bringing 
about an expansion of this type of com- 
munity mental health resources. To facil- 
itate this activity, attention also needs to 
be paid to the elimination of discrimina- 
tory clauses in hospitalization insurance 
contracts. 


The recommendations suggested lead 
naturally to another area in which psy- 
chiatry and general practice can profitably 
join forces. We are all familiar with the 
generally inadequate way in which most 
medical schools taught practical psychi- 
atry in the past. The medical schools are 
now busily rectifying this inadequacy, but 
it is too late to be of help to physicians 
who have already graduated. Neverthe- 
less, these physicians all need, and many 
of them realize it, a greater degree of un- 
derstanding of psychiatric skills. A very 
worthwhile project for medical and psy- 
chiatric societies would be to set up post- 
graduate training programs. Although 
most physicians are prepared to grant 
that this is a sound idea, too often they 
assume that it can be adequately imple- 
mented by means of one or two lectures. 
As a matter of fact, even an extensive se- 
ries of lectures will accomplish little ex- 
cept to arouse interest. As with all other 
clinical skills, those associated with psy- 
chiatry are best acquired through super- 
vised clinical experience. The hospital 
setting is one of the best places in which 
to develop effective, on-going training pro- 
grams in which the trainee is responsible 
for following his own cases, coupled with 
teaching conferences for supervision. For- 
tunately, we now have access to a new 
resource since the Congress has appropri- 
ated money to the National Institute of 
Mental Health to provide funds to finance 
postgraduate training for general practi- 
tioners and non-psychiatrists, 


It seems appropriate to outline what 
skills might be defined as objectives in a 
long-range postgraduate training project. 
Although the specialty of psychiatry could 
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use many more recruits, and these might 
be solicited from the ranks of the general 
practitioners, it is suggested that this ot 
be the objective of postgraduate p:o- 
grams. Instead the aim should be that of 
helping the physicians in training beco ne 
better doctors within the type of priac- 
tice they are already engaged. Under the 
scope of this general objective, the follcw- 
ing steps become the logical ways of 
achieving it: (1) Teaching physicians how 
to “listen” to patients to get a more com- 
plete picture. This is the art of inter- 
viewing, a skill which medical schools 
generally fail to develop in students; (2) 
Teach the principles of differential diag- 
nosis of emotional and somatic conditions, 
This is related to the need for referrals 
and the recognition of limitations; (3) 
Teaching some of the basic psychiatric 
skills which will enable a physician to 
make a more fruitful use of the doctor- 
patient relationship in his handling of all 
his patients; (4) Teaching enough skill in 
these areas so that the physicians might 
treat some of the simpler emotional prob- 
lems. Naturally, the last step is one which 
must be developed carefully, and can be 
recommended only after the physician has 
acquired a good grasp of his own person- 
ality structure, and has had a fair degree 


of experience under competent supervi- 


sion. 

Some of our leaders in psychiatry feel 
that we should limit our objective to that 
of teaching general practitioners how tof 
make proper referrals, fearing that, other- f 


wise, we risk the danger of making good 
general practitioners into poorly equijped 
psychiatrists. The point is well-taken, 
and must be regarded as a potential pit- 
fall, but not insurmountable. We might 
look at the alternatives. If psychiat) ists 
and the other physicians do not compine 
their knowledge and resources in order to 
better meet the mental health needs of the 
community, how will these needs be n:et? 
We can already see many forces at v ork 
which are attempting to meet these nveds | 
outside the field of medical practice. A$ 
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number of other professions have already 
made very substantial inroads into the 
field of mental health, and are rapidly be- 
coming known to the public as the logical 
resource for help. In view of the current 
shortage of psychiatric personnel, in face 
of the growing demand for service, we 
physicians rest on a very flimsy founda- 
tio: when we merely oppose these moves. 
If, instead, we offer some healthy compe- 
tition by helping to develop psychiatric 
skiils in the 200,000 physicians in our 
country, we will be making a substantial 
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contribution to the public’s health needs, 
and will have a much more solid footing 
when we demand that these other profes- 
sions limit their practice or improve their 
standards. We physicians, alone, can suc- 
ceed in creating an image in the public’s 
eye of the family doctor being the source 
of help in times of crisis to both physical 
and mental health. This can be achieved 
by actual performance, and will not be 
realized through propaganda alone. 


8501 Howell Rd., Bethesda, Md. 


EDITORIAL 
(Continued from page 158) 


He has aided her in creating her own confidence 
in her own abilities. This is the essence of Medi- 
cine, whether it be in one specialty or another, 
in one medical or paramedical discipline or an- 
other. The writer, in talking with his medical 
friends working with military personnel, finds 
that their efforts to teach potential prisoners of 
war to resist brain-washing lie along these same 
lines, ie., by giving them maximum confidence 
in their own unrealized abilities. 

This is a well-written book. It is most useful 
as an adjunctive aid for those physicians work- 


_ ing with obstetrical patients interested in hypno- 


anesthesia. It is written with a quickening tempo, 


_ is well illustrated with helpful photographs, de- 
' scribes a variety of choices for the patient who 
' has been carefully briefed through the earlier 


chapters on the historical background of hypno- 
sis and role of hypnosis in this obstetrical area 
of her life. Studies show that the major life im- 
pact upon a marriage comes with the first child. 
To deemphasize the pain mechanics of this “Im- 
pact” has always been the consistent and dedi- 
cated effort of the conscientious physician. 

Whether the physician uses hypnosis or not, 
this book will allow him and his patients express- 
ing curiosity regarding hypnosis to understand 
its current role in obstetrics. 

Dr. Kroger has described most carefully and 
given full approval to “twilight sleep,” conduc- 
tion types of anesthesia, regional blocks and the 
like. Is it not a most satisfactory circumstance 
when one can give his obstetrical patient such a 
wide choice of relief from tension, fear and pain 
in childbirth? 


Robert N. Rutherford, M.D. 


There are worse occupations in this world than feeling a woman’s pulse. 


Laurence Sterne (1713-1768) 
A Sentimental Journey 
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Bibliography of Readings in Psychiatry for the 


Non-Psychiatric Physician* 


The books and articles in this list comprise a 
sampling of the current literature, chosen for 
readability, information and interest. A special 
effort has been made to include material describ- 
ing current trends in psychiatry for the non- 
psychiatric physician and many comprehensive 
discussions written specifically for non-psychiat- 
ric physicians are listed. Only books and articles 
written in English have been included, and most 
of the items selected were published since 1957. 
The section on psychopharmacology was com- 
piled in cooperation with the Psychopharmacol- 
ogy Service Center of the National Institute of 
Mental Health. William F. Sheeley, M.D., Chief, 
American Psychiatric Association General Prac- 
titioner Education Project, served as medical 
consultant. 
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*The original bibliography, compiled ‘by Jean- 
nette Barry, was published by the National Li- 
brary of Medicine in January, 1960. The present 
list was revised by Anne C. Davis, Index Divi- 
sion, National Library of Medicine. 


116 :339-43, 1959, or J. Med. Soc, New Jers y, 
57:124-8, 1960. 

Culpan, R., Davies, B.: Psychiatric Illness a a 
Medical and a Surgical Out-Patient Cli iit. 
Comprehensive Psychiat., 1:228-35, 1960. 

Draper, H. R., and others: Psychiatry—oOtfiice 
Problems. Part III: The General Practitioner 
and His “Psychiatric Practice.” Amer. Pi 10- 
tit., 11:987-9, 1960. 

Eaton, M. T., Brauchi, J. T., Greaves, D. C.: Psy- 
chiatry Today: The Influence of Current Psy- 
chiatric Trends on General Practice and the 
Community. J. Kansas Med. Soc., 61:132-4, 
1960. 

Ebaugh, F. G.: Mental Illness, Reversible 
Irreversible. J.A.M.A., 171:377-80, 1959. 
Fry, J.: What Happens to Our Neurotic Pa- 

tients? Practitioner, 185:85-9, 1960. 

Garber, R. S.: Building an Effectual Physician- 
Psychiatrist Team. J. Kentucky Med. Assoc., 
58:822-6, 1960. 

Garber, R. S.: What the Psychiatrist Has to Of- 
fer the General Practitioner. J. Kentucky Med. 
Assoc., 58:194-9, 1960. 

Gerty, F. J.: The Physician and Psychotherapy. 
Amer. J. Psychiat., 116:1-10, 1959. 

Goshen, C. E.: A Mental Health Plan for Gen- 
eral Practitioners.. Med. Ann. D. C., 28:312-5, 
362, 1959. 

Goshen, C. E.: Mental Health Principles in Prac- 
tice. GP, 17 (Mar.): 105-7, 1958. 

Hopkins, P.: Psychiatry in General Practice. 
Postgrad. Med. J., 36:323-30, 1960. 

Knobel, M.: Diagnosis and Treatment of Psy- 
chiatric Problems in Children. J. Neuropsy- 
chiat., 1:82-91, 1959. 

Litin, E. M.: Preoperative Psychiatric Consulta- 
tion. J.A.M.A., 170:1369-72, 1959. 

Mitchell, J. McK.: Medical Practice ’58 to ’78. 
J. Med. Educ., 34:53-9, 1959. 

Morse, R. T.: A Serious and Little-Recognized 
Deficit in Postwar Psychiatric Residency Train- 
ing. Amer.. J. Psychiat., 115:899-904, 1959. 

Palmer, R. S.: Psychiatry and Internal Medi- 
cine. New Engl. J. Med., 263:14-8, 1960. 

Parks, F. M.: The General Practitioner and Men- 
tal Health. J. Med. Assoc. Georgia, 48:2 15-8, 
1959. 

Pegg, F. G.: The Role of the General Practitioner 


and 


| 


S: 


V: 


in Local Mental Health Program. Med. Ties, F 


86:1376-81, 1958. 
Roth, V. E., Rury, J. L., Downing, J. J.: Ps: chi- 


atric Patients in a General Practice. GI, 20 


(Aug.) :106-10, 1959. 
Rowen, M. J.: Psychoneuroses in Medical fF rac- 


Ph 
Mea 
Chi 
Sp 


W 
W 
Bo 
Alc 
8 
Ari 
7 
Bir 
Bor 
P 
Bos 
: P 
Har 
: 
12 
Holl 
Krai 
Ti 
Lem 
: Sp 
— 


1961 


tice. J. Med. Soc. New Jersey, 57:460-4, 1960. 
Schiff, S. K., Pilot, M. L.: An Approach to Psy- 

chiatric Consultation in the General Hospital. 

A.M.A. Arch. Gen. Psychiat., 1:349-57, 1959. 

Sheeley, W. F.: Internists and Psychiatrists Are 
Speaking Once More. Ohio Med. J., 56:1493-5, 
1960. 

Smith, H. D.: The Breadth of the Physician’s 
Role in the Mental Health of Children. Post- 
vrad. Med., 23:579-83, 1958. 

Szasz, T. S.: Psychiatry, Psychotherapy, and 
Psychology. A.M.A. Arch. Gen. Psychiat., 1: 
(55-63, 1959. 

Vender Kamp, H., Norgan, A.: The General 
}ractitioner and Mental Disorders. Med. Times, 
56:1539-42, 1958. 

Watters, T. A.: The General Practitioner and 
Psychiatry. J. Louisiana Med. Soc., 111:64-9, 
1959. 

-_- What General Practitioners Think 
About Psychiatry. Med. Times, 85:467-74, 1957. 

Winn, H.: Brief Psychiatric Approach for the 
Clinician. J.A.M.A., 172:226-8, 1960. 

Wittson, C. L., Strough, LaV. C., Smith, J. A.: 
Psychiatric Problems and Preferences for In- 
struction; and Appraisal of Reports by 338 
General Practitioners. J.A.M.A., 168:1747-50, 
1959. 


ll. THE PSYCHIATRIC BASIS OF MEDICAL 
PRACTICE 

Books: 

Aldrich, C. K.: Psychiatry for the Family Phy- 
sician. New York, McGraw-Hill, 1955. 276 pp. 

Arieti, S., ed.: American Handbook of Psychia- 
try. New York, Basic Books, 1959. 2 v. 

Bird, B.: Talking with Patients. Philadelphia, 
Lippincott, 1955. 154 pp. First published in: 
Amer. Practit., 6:269-90, 773-95, 1955. 

Bond, D. H., Flumerfelt, J. M., Bidder, T. G.: 
Psychiatry. In: Cecil, R. L., Conn, H. F., eds.: 
The Specialties in General Practice. 2d ed. 
Philadelphia, Saunders, 1957. Chapter 14, pp. 
700-44, 

Bosselman, B. C.: Psychiatry in Theory and 
Practice. Springfield, Ill., Thomas, 1957. 150 pp. 

Hart, B.: The Psychology of Insanity. 5th ed. 
Cambridge, Cambridge University Press, 1957, 
127 pp. 

Hollender, M. H.: The Psychology of Medical 
Practice. Philadelphia, Saunders, 1958. 276 pp. 

Kraines, S. H.: Mental Depressions and Their 
Treatment. New York, Macmillan, 1957. 555 pp. 

Lemkau, P. V.: Basic Issues in Psychiatry. 
Springfield, Ill., Thomas, 1959. 106 pp. 

Liebman, S., ed.: Understanding Your Patient. 
Philadelphia, Lippincott, 1957. 170 pp. 

Meares, A.: The Medical Interview; A Study of 
Clinically Significant Interpersonal Reactions. 
Springfield, Ill., Thomas, 1957. 


PSYCHOSOMATICS 213 


Journal References: 


Brady, J. P.: Language in Schizophrenia: Review 
of Several Approaches to the Problem. Amer. 
J. Psychother., 12:473-87, 1958. 

Cole, N. J., and others: Christmas Reactions. 
Amer. Practit., 10:2180-4, 1959. 

Cowie, V.: Heredity and Mental Disease. 
titioner, 183:152-8, 1959. 

Davidson, H. A.: The Doctor’s Personality as a 
Factor in Medical Care. J. Med. Soc. New Jer- 
sey, 55:490-500, 1958. 

Ebaugh, F. G.: Emotional Factors Involved in 
Serious Illness. Texas J. Med., 55:152-6, 1959. 

Gitelson, M.: A Critique of Current Concepts in 
Psychosomatic Medicine. Menninger Clin. Bull., 
23 :165-78, 1959. 

Greenson, R. R.: Psychiatric Information for 
General practice. Calif. Med., 88:354-7, 1958. 
Kaplan, H. I., Kaplan, H. S.: Current Theoretical 
Concepts in Psychosomatic Medicine. Amer. J. 

Psychiat., 115:1091-6, 1959. 

Kaufman, M. R.: The Problem of Psychiatric 
Symptom Formation. J. Mich. Med. Soc., 57: 
71-6; 86, 1958. 

Kolb, L. C., ed.: Clinical Problems in Psychiatry: 
Symposium. Med. Clin. N. Amer., 42:723-837, 
1958. 

Kolb, L. C., ed.: Psychiatric Disorders: Sympo- 
sium. J. Chron. Dis., 9:185-326, 1959. 

Lewis, S. M.: A Formulation for Psychosomatic 
Practice. J. Med. Soc. New Jersey, 55:662-5, 
1958. 

Miller, M. H., Greenfield, N. S.: Body Image: 
The Value of a Psychiatric Construct in Med- 
ical Practice. Amer. Practit., 10:447-50, 1959. 

Mirsky, I. A.: Physiologic, Psychologic and So- 
cial Determinants of Psychosomatic Disorders. 
Dis. Nerv. Syst., 21 (2) Suppl.: 50-6, 1960. 

Odlum, D. M.: The Modern Concept of Psycho- 
somatic Medicine. Med. World (Lond.), 90: 
217-23, 1959. 

Pillersdorf, L.: Changes in Residence: Psychiat- 
ric Features. Amer. Practit., 11:25-8, 1960. 
Prigal, S. J., and others: Allergy and the Psy- 

che. New York J. Med., 58:534-47, 1958. 

Roth, M.: Depressive States and Their Border- 
lands: Classification, Diagnosis and Treat- 
ment. Comprehensive Psychiat., 1:135-55, 1960. 

Roth, M.: Enquiries Into Mental Disorder in Old 
Age. Postgrad. Med. J., 36:270-5, 1960. 

: Separation Anxiety. Psychiat. Bull., 9: 
70-2, 1959. 

Sottong, O. C.: Basic Principles of Psychiatry. 
Med. Times, 87:71-4, 1959. 

Strecker, E. A.: Contributions of Psychiatry to 
the Theory and Practice of Medicine During 
the Past Four Decades. Med. Clin. N. Amer., 
41:1123-37, 1957. 


Prac- 


| 

it a 

tice 

yer 

UC- 

Sy- 

> Ssy- 

the 

2-4, 

and 

Pa- 

jan- 

soc., 

Of- 

Ved. 

apy. 

yen- 

12-5, 

rac- 

tice. 

Psy- 

psy- 

ulta- 

"78. 

rized 

rain- 

tedi- 

\fen- 

oner 

nes, 

vchi- 

, 07 

rac- 


214 PSYCHOSOMATICS 


Psychosomatic Aspects of 
Sinai Hosp. J. 


Teitelbaum, H. A.: 
Cerebral Vascular Disease. 
(Balt.), 9:82-96, 1960. 

Terhune, W. B.: The Office of Management of 
Psychiatric Problems: Psychiatry in the Phy- 
sician’s Office. Med. Ann. D. C., 28:305-11; 
361-2, 1959. 

Weiss, J. M. A., and others: Psychiatric Prob- 
lems of Later Life. I. Nature and Scope. 
Amer, Practit., 9:1955-9, 1958. 

Wickes, I. G.: Psychosomatic Disorders in Child- 
hood. Med. Press, 242:457-60, 1959. 

Wittkower, E. D., Hunt, B. R.: Psychological As- 
pects of Atopic Dermatitis in Children. Canad. 
Med. Assoc. J., 79:810-7, 1958. 

Zimmerman, J.: The General Practitioner and 
His Neurotic Patient: The Art of Listening. 
Amer. Practit., 10:2163-5, 1959. 


Ill. RECOGNITION OF PSYCHIATRIC 
CONDITIONS 


Books: 


Cleghorn, R. A., Curtis, G. C.: Depression: Mood, 
Symptom, Syndrome. Basle, J. R. Geigy, 1959. 
48 pp. 

Loftus, T. A.: Meaning and Methods of Diagnosis 
in Clinical Psychiatry. Philadelphia, Lea and 
Febiger, 1960. 169 pp. 

Smith, J. A.: Psychiatry: Descriptive and Dy- 
namic. Baltimore, Williams and Wilkins, 1960. 
342 pp. 


Journal References: 

Abramson, H. A.: Pseudoallergic Schizophrenia: 
A New Clinical Entity. Ann. Allergy, 17:576- 
87, 1959. 

Alvarez, W. C.: Many Nervous People Are More 
Psychotic Than Neurotic. Texas J. Med., 56: 
339-42, 1960. 

Alvarez, W. C., and others: Early Recognition of 
Psychiatric Conditions. New York J. Med., 59: 
253-65, 1959. 

Clark, M. R.: Diagnosis and Treatment of De- 
pressive States. S. Afr. Med. J., 31:525-8, 1957. 

Davis, D., and others: Psychiatric Problems of 
Later Life. II. Clinical Syndromes. Amer. 
Practit., 10:61-5, 1959. 

Ewers, W.: Vague Disorders Easily and Occa- 
sionally Overlooked. J. Tenn. Med. Assoc., 51: 
105-7, 1958. 

Folkson, A.: The Differential Diagnosis of De- 
pression. Practitioner, 184:212-5, 1960. 

Koegler, R. R., Colbert, E. G.: Childhood Schizo- 
phrenia: Role of the Family Physician. J.A. 
M.A., 171:1045-50, 1959. 

Learoyd, C. G.: The First Symptom. Practitioner, 
181 :318-24, 1958. 


MAY-JUNE 


Leigh, D.: Schizophrenia in General Practice. 
Practitioner, 184:705-11, 1960. 

Lightburn, J. L., Cattell, R. B., Stephenson, \V. 
F.: Differential Diagnosis of Conversion Fe- 
actions in a General Hospital. Postgrad. Mei., 
23:140-7, 1958. 

Martin, M. G.: Examination of the Disturbed 
Child in General Practice. Canad. Med. As- 
soc. J., 79:499-502, 1958. 

Meares, A.: The Diagnosis of Prepsychotic Sch z- 
ophrenia. Lancet, 1:55-8, 1959. 

Menninger, K.: The Psychiatric Diagnosis. M:n- 
ninger Clin. Bull., 23:226-40, 1959. 

Mitchell, W. R.: The General Practitioner and 
the Diagnosis of Pre-Psychotic Conditions. 
Canad. Med. Assoc. J., 81:402-7, 1959. 

Norbury, F. G.: Danger Signals for Mental IIl- 
ness. Med. Times, 86:864-8, 1958. 

Rice, D.: Somatic Syndromes Cloaking Depres- 
sive States. Practitioner, 183:49-56, 1959. 

Sainsbury, P.: Neurosis and Psychosomatic Dis- 
orders in Out-Patients. Fortschr, Psychosom, 
Med., 1:259-69, 1960. 

Smith, RK. O.: Psychogenic Headache. Virginia 
Med. Monthly, 86:27-32, 1959. 

Stevenson, I.: Interviewing with Narcosis. GP, 
18 (Oct.): 133-7, 1958. 

Whitehorn, J. C.: Interviewing in Medical Prac- 
tice. Northw. Med., 58:1099-1105, 1959. 

Whitehorn, J. C.: Problems of Psychiatric Diag- 
nosis. Northw. Med., 58:967-75, 1959. 

Whitehorn, J. C.: Stress and Mental Health. 
Northw. Med., 58:822-30, 1959. 


IV. PRINCIPLES OF PSYCHOTHERAPY 


Books: 


Chertok, L.: Psychosomatic Methods in Painless 
Childbirth: History, Theory and Practice. Tr. 
from the 2nd French ed., by Denis Leigh. 
London, Pergamon Press, 1959. 260 pp. 

Glad, D. D.: Operational Values in Psychother- 
apy. New York, Oxford Univ. Press, 1959. 
326 pp. 

Liebman, S., ed.: 
Problems in Medical Practice. 
Lippincott, 1956. 152 pp. 

Marmer, M. J.: Hypnosis in Anesthesiology. 
Springfield, Ill., Thomas, 1959. 150 pp. 

Mason, A. A.: Hypnotism for Medical and Den- 
tal Practitioners. London, Secker and War- 
burg, 1960. 223 pp. 

Meares, A.: A System of Medical Hypnvsis. 
Philadelphia, Saunders, 1960. 484 pp. 

Scher, S. C., Davis, H. R., eds.: The Out-Pat ‘ent 
Treatment of Schizophrenia: A Symposium. 
New York, Grune and Stratton, 1960. 246 »p. 


Management of Emotional 
Philadelphia, 


Wolberg, L. R.: Medical Hypnosis. New York, ; 


Grune and Stratton, 1948. 2 v. 


I 
I 
¥ 
| 
= | 
G 
K 
F 
a 
Li 
| 
M 


chiz- 
Mi n- 


and 
ions. 


ill- 
pres- 


Dis- 


som. 
ginia 


GP, 


nless 
eigh. 


ther- 
1959. 


ional 
[phia, 


logy. 


Den- 
War- 


Vosis. 
ut 


sium. 
Dp. 


Y ork, 


1961 PSYCHOSOMATICS 215 


Journal References: 


Appel, K. E.: Psychotherapy. J.A.M.A., 172:1343- 
5, 1960. 


Barber, T. X.: “Hypnosis,” Analgesia, and the 
Placebo Effect. J.A.M.A., 172:680-3, 1960. 

Baiten, C. T.: Nonverbal Treatment of Neurosis: 
‘echniques for General Practice. Calif. Med., 
°0:202-6, 1959. 

Bergler, E.: Psychiatric ‘Pointers’ for the Gen- 

ral Practitioner and Internist treating Psy- 
‘hosomatic Diseases. Dis. Nerv. Syst., 20:420- 
+, 1959. 

Blim, J. S.: Hypnosis in General Practice—Its 
Limitations. Dis. Nerv. Syst., 21:20-3, 1960. 
Caplan, G.: Practical Steps for the Family Physi- 
‘ian in the Prevention of Emotional Disorder. 

/.A.M.A., 170:1497, 1959. 

Clow, H. E., and others: Panel Discussion on 
’sychotherapeutic Measures in the Adjust- 
ments of Our Senior Citizens. J. Amer. Geriat. 
Soc., 7:527-50, 1959. 

Conn, J. H.: The Use and Abuse of Medical Hyp- 
nosis. J. Med. Soc. New Jersey, 56:491-5, 1959. 

Davidson, H. A.: The Semantics of Psychother- 
apy. Amer. J. Psychiat., 115: 410-3, 1958. 

Du Bois, F. S.: Practical Psychotherapy—A Val- 
uable Tool of All Physicians. Conn. Med., 24: 
422-5, 1960. 

Faucett, R. L.: The Management of Emotional 
Stress in the Housewife. Minnesota Med., 42: 
549-54, 1959. 

Ficarra, B. J.: Psychologic Management of the 
Aged Surgical Patient. J. Amer. Geriat. Soc., 
8:55-61, 1960. 

Fineberg, H. H.: Psychiatry—Office Problems. 
Part II: Management of Behavior Problems in 
the Office. Amer. Practit., 11:909-14, 1960. 

Fry, A.: Hypnosis as an Anaesthetic and Anal- 
gesic in Midwifery. Practitioner, 183:338-42, 
1959. 

Gerty, F. J.: Psychiatry—Office Problems. Part 
IV: Treatment of Psychoneuroses in the Office. 
Amer. Practit., 11:990-6, 1960. 

Kaufman, M. R.: Psychotherapies in a General 
Hospital. J. Mich. Med. Soc., 57:252-6; 272, 
1958. 

Kroger, W. S.: Techniques of Hypnosis. J.4.M.A., 
172:675-80, 1960. 

Lemere, F.: Psychotherapy of Alcoholism. J.A. 
M.A., 171:266-7, 1959. 

Levy, S.: Current Trend in the Treatment of De- 
pressive Reactions. Amer. Practit., 11:757-62, 
1960. 

Linden, M. E.: Rehabilitating the Mentally Il 
Aged. Ment. Hosp., 10 (Oct.): 7-10, 1959. 

Long, H. F.: Specialty Consultation in the Fam- 
ily Doctor’s Office. GP, 16 (Oct.) : 149-52, 1957. 

McClure, C. W., and others: Treatment of De- 


pression; New Technics and Therapy. Amer. 
Practit., 10:1525-30, 1959. 

Malamud, W.: The Office Management of the 
Neurotic Patient. Psychiat. Quart., 33:335-50, 
1959. 

Masserman, J. H.: The Office Therapy of Psy- 
chosomatic Disorders. A.M.A. Arch. Gen. Psy- 
chiat., 3:320-9, 1960. 

Mensh, I. N., and others: Psychiatric Problems 
of Later Life. III. Treatment and Rehabilita- 
tion. Amer. Practit., 10:225-8, 1959. 

Monroe, R. R.: A Psychiatrist Looks at Medical 
Hypnosis. J. Louisiana Med. Soc., 112:148-54, 
1960. 

Moriarty, J. D.: Broad Spectrum Treatment of 
the Neurotic and the Borderline Psychotic Pa- 
tient in Office Practice. J. Neuropsychiat., 1: 
112-7, 1959. 

Murphy, G. E., Guze, S. B.: Setting Limits: The 
Management of the Manipulative Patient. 
Amer. J. Psychother., 14:30-47, 1960. 

Rosen, H.: Hypnosis—Applications and Misap- 
plications. J.A.M.A., 172:683-7, 1960. 

Ross, M.: A Review of Some Recent Treatment 
Methods for Elderly Psychiatric Patients. 
A.M.A,. Arch. Gen. Psychiat., 1:578-92, 1959. 


Seitz, P. F.: Can the General Practitioner Do 
Psychotherapy? GP, 19 (Mar.): 126-33, 1959. 

Slein, M. L., Rousen, A. R., Blau, A.: Psycho- 
therapy of an Infant with Rumination. J.A. 
M.A., 171:2309-12, 1959. 


Turner, J. A.: Hypnosis in Medical Practice and 
Research. Bull. Benninger Clin., 24:18-25, 1960. 

Vernon, C. R., Martin, D. A., White, K. L.: Psy- 
chophysiological Approach to Management of 
Patients with Congestive Heart Failure. J.A. 
M.A., 171:1947-54, 1959. 

Wallace, G.: Hypnosis in Aenesthesiology. Int. 
J. Clin. Exp. Hypn., 7:129-37, 1959. 

Williams, L.: The Problem of Chronic Alcoholism. 
Practitioner, 184:739-48, 1960. 

Williams, N. L.: The Role of Psychotherapy in 
Modern Medicine. Southern. Med. J., 52:299- 
305, 1959. 


Vv. PSYCHOPHARMACOLOGY 


Appleby, B. P.: A Study of Premenstrual Ten- 
sion in General Practice. Brit. Med. J., 1:391-3, 
1960. 

Barsa, J. A.: Combination Drug Therapy in Psy- 
chiatry. Amer. J. Psychiat., 117:448-9, 1960. 
Batterman, R. C., and others: Clinical Re-evalu- 
ation of Daytime Sedatives. Postgrad. Med., 

26:502-9, 1959. 

Benson, W. M., Schiele, B. C.: Current Status of 
Tranquilizing and Antidepressive Drugs. J. 
Lancet, 80:579-92, 1960. 


| 
| 
, Ww. | 
Re- | 
| 
Med, } 
| 
rbed 
AS- 
Jiag- 
alth. 


Blair, D.: Chlorpromazine and Schizophrenia; 
The Role of the General Practitioner. Practi- 
tioner, 184:338-44, 1960. 

Cann, H. M., Verhulst, H. L.: Accidental Inges- 
tion and Overdosage Involving Psychophar- 
macologic Drugs. New Engl. J. Med., 263:719- 
24, 1960. 

Cattell, J. P., Malitz, S.: Revised Survey of Se- 
lected Psychopharmacological Agents. Amer. 
J. Psychiat., 117:449-53, 1960. 

Cole, J. O., Klerman, G. L., Jones, R. T.: Drug 
Therapy. Progr. Neurol. Psychiat., 15:540-76, 
1960. 

Friend, D. G.: The Phenothiazines. Clin. Pharma- 
col. Ther., 1:5-10, 1960. 

Goshen, C. E.: Psychopharmacology Reappraised. 
GP, 21:106-14, 1960. 

Kaplan, H. S.: Tranquilizers in the Office Prac- 
tice of Medicine. New York J. Med., 59:2871- 
87, 1959. 

Kibbe, M. H., Chagra, M.: The Nature and Ac- 
tion of Tranquilizers in Psychiatry. Virginia 
Med. Monthly, 87:244-7, 1960. 

Kline, N. S.: Psychopharmaceuticals: Uses and 
Abuses. Postgrad. Med., 27:620-9, 1960. 
Martin, M.: Pressure on Practitioners to Pre- 
scribe Tranquilizers. Canad. Med, Assoc. J., 
82:133-5, 1960. 

McClure, C. W., and others: Treatment of De- 
pression; New Technics and Therapy. Amer. 
Practit., 10:1525-30, 1959. 

Orland, F.: Use and Overuse of Tranquilizers. 
J.A.M.A., 171:633-6, 1959. 

Rees, L.: Treatment of Depression by Drugs and 
Other Means. Nature, 186:114-20, 1960. 
Rodgers, D. M.: Tranquilizers in General Prac- 
tice. Practitioner, 184:34-9, 1960. 

Rossi, G. V.: Psychotherapeutic Drugs. Amer. J. 
Pharm., 132:86-97, 1960. 

Schiele, B. C., Benson, W. M.: Antidepressive 
Medications; A Guide for the General Physi- 
cian. Postgrad. Med., 28:101-11, 1960. 

Smith, A. P., Jr.: The Management of Emotional 
Disorders by the General Practitioner. J. Nat. 
Med. Assoc., 51:288-91, 1959. 

Tuft, H. S.: Prochlorperazine as an Aid in the 
Treatment of Bronchial Asthma. Ann. Allergy, 
17:224-9, 1959. 

U. S. Veterans Administration, Department of 
Medicine and Surgery. Tranquilizing and An- 
tidepressant Drugs. Med. Bull., MB-6, Sept. 12, 
1960. 18 pp. 


Vi. REFERRAL AND HOSPITALIZATION 


Boesky, D., Katz, L.: Factors Associated with 
the Psychiatric Referral Techniques of a Group 
of Physicians. J. Mich. Tied. Soc., 59:1356-60, 
1960. 

Carlson, C. C.: How to Refer a Psychosomatic 


216 PSYCHOSOMATICS 


MAY-JUNE 


Patient to a Psychiatric Specialist. GP, i8 
(Dec.) : 105-8, 1958. 

Emlen, A. C., Sliney, J. A., Stumpf, M. M.: Va- 
riables of Successful Referral by a Psychiatric 
Clinic. Amer. J. Orthopsychiat., 30:618-29, 
1960. 

Gamble, E. W.: Psychiatric Referrals. J. Med. As- 
soc. Alabama, 28:33-5, 1958. 

Giffin, M. E.: Criteria for Pediatric Referral to 
Psychiatry. Minnesota Med., 41:16-20, 1958. 
The Physician’s Role in the Hospitalization of the 
Mentally Ill. J. Med. Assoc. Georgia, 48:290-1, 

1958. 

Tizard, J .P. M., and others: The Role of the 
Pediatrician in Mental Illness. Lancet, 2:193-4, 
1959. 

Turrell, E. S.: Management of the Psychiatric 
Patient not suited to office Practice. Amer. 
Practit., 11:474-9, 1960. 


Vil. PSYCHIATRIC EMERGENCIES 


Auerback, A.: Understanding the Meaning of 
Psychiatric Emergencies. J.A.M.A., 170:1024-6, 
1959. 

Bakwin, H.: Suicide in Children and Adolescents. 
J. Pediat., 50:749-69, 1957. 

Coleman, M. D., Zwerling, I.: The Psychiatric 
Emergency Clinic: A Flexible Way of Meeting 
Community Mental Health Needs. Amer. J. 
Psychiat., 115:980-4, 1959. 

Crocetti, G. M.: Suicide and Public Health: An 
Attempt at Reconceptualization. Amer. J. Pub- 
lic Health, 49:881-7, 1959. 

Engelhardt, H. T., Knight, J. A., Baird, V. C.: 
The Suicide Problem: Its Growing Importance 
for the Family Physician. Southern Med. J., 
52:1536-40, 1959. 

Gibbs, W. F.: Therapy for Suicidal Patients. Vir- 
ginia Med. Monthly, 85:139-41, 1958. 

Gonsalves, C. T., and others: A Study of At- 
tempted Suicide. Manitoba Med. Rev., 40:29-31, 
1960. 

Goshen, C. E.: Some Common Denominators of 
Human Emergencies. J.A.M.A., 170:1028-30, 
1959. 

Gwartney, R. H., and others: Panel Discussion 
on Psychiatric Emergencies in General Prac- 
tice. J.A.M.A., 170:1022-30, 1959. 

Kieve, R.: The Acute Psychiatric Patient in the 
General Hospital. Amer. Practit., 10:965-9, 
1959. 

Lennard-Jones, J. E., Asher, R.: Why Do They 
Do It? A Study of Pseudocide. Lancet, 1:1138- 
40, 1959. 

Miller, M. H., Fellner, C. H., Greenfield, N. 5.: 
Depression, Suicide and Suicidal Gesture in 
Medical Practice. Ann. Intern. Med., 51:78-38, 
1959. 

Motto, J. A., Greene, C.: Suicide and the Me ii- 


1 
F 
Rae 
B 
B 
G 
H 
Te 
Jo 
Bi 
Bs 
Ba 
i= 
4 


1961 PSYCHOSOMATICS 217 


cal Community. A.M.A. Arch. Neurol. Psy- 
chiat., 80:776-81, 1958. 
Nelken, S.: The Management of Psychiatric 
Emergencies. J.A.M.A., 170: 1026-8, 1959. 
Robins, E., and others: Some Clinical Considera- 
tions in the Prevention of Suicide Based on a 


Study of 134 Successful Suicides. Amer. J. 
Public Health, 49:888-99, 1959. 
Rubenstein, R., Moses, R., Lidz, T.: On At- 


tempted Suicide. A.M.A. Arch, Neurol. Psy- 
chiat., 79:103-12, 1958. 

Straker, M.: Clinical Observations of Suicide. 
Canad. Med. Assoc. J., 79:473-9, 1958. 

Vail, D. J.: Suicide and Medical Responsibility. 
Amer. J. Psychiat., 115:1006-10, 1959. 

Ziskind, E.: Psychiatric Emergencies. Calif. Med., 
91:74, 1959. 


Vill. TEACHING PSYCHIATRY TO NON- 
PSYCHIATRIC PHYSICIANS 


Books: 


Balint, M.: The Doctor, His Patient and the Ill- 
ness. New York, International Univ. Press, 
1957. 355 pp. 

Ekstein, R., Wallerstein, R. S.: The Teaching 
and Learning of Psychotherapy. New York, 
Basic Books, 1958. 334 pp. 

Ginsburg, E. L.: The Institute as a Teaching 
Method. In his Public Health Is People: An 
Institute on Mental Health in Public Health 
Held at Berkeley, California, 1948. New York, 
Commonwealth Fund, 1950. 

Hammond, K. R., and others: Teaching Compre- 
hensive Medical Care. Cambridge, Harvard 
Univ. Press, 1959. 642 pp. 

Teaching Psychotherapeutic Medicine: An Ex- 
perimental Course for General Physicians. New 
York, Commonwealth Fund, 1947. 464 pp. 


Journal References: 


Baerwolff, H.: One Year’s Experience in Psy- 
chosomatic Group Training of General Prac- 
titioners. Fortschr. Psychosom. Med., 1:189-94, 
1960. 

Balint, M.: Training for Psychosomatic Medi- 
cine. Fortschr. Psychosom. Med., 1:167-79, 
1960. 

Barish, J. I., Buchenholz, B.: A Teaching Tech- 
nique for Inferring Psychodynamics. Psychiat. 
Quart., 34:103-16, 1960. 

Barnes, R. H., Busse, E. W., Bressler, B.: The 
Training of Psychiatric Residents in Consulta- 
tive Skills. J. Med. Educ., 32:124-30, 1957. 

Bastiaans, J.: Psychiatric Training Problems in 
Psychosomatic Medicine. Fortschr. Psychosom. 
Med., 1:179-89, 1960. 

Beigler, J. S., and Others: Report on Liaison 
Psychiatry at Michael Reese Hospital, 1950-58. 
A.M.A. Arch Neurol. Psychiat., 81:733-46, 1959. 


Bellak, L.: A General Hospital as a Focus of 
Community Psychiatry. J.A.M.A., 174:2214-7, 
1960. 

Blitzer, Jr., Wilson, J. A.: The Value of Psychi- 
atric Consultant in Training Pediatric Resi- 
dents. A.M.A. J. Dis. Child., 94:143-50, 1957. 


Boothroyd, W. E.: Undergraduate Training in 
Psychological Medicine. Canad. Med. Assoc. J., 
80:516-8, 1959. 

Branch, C. H. H., Ely, J. W.: Teaching the Prin- 
ciples of Ambulant Psychotherapy. Amer. J. 
Psychiat., 115:887-92, 1959. 


Burks, H. L.: The Role of School Children’s Psy- 
chiatric Clinic in the Teaching of Psychiatry. 
J. Med, Educ., 35:178-82, 1960. 

Cohen, L. D.: An Interdisciplinary Approach to 
the First Year Course in Psychiatry. J. Med. 
Educ., 35:712-4, 1960. 

Earley, L. W., Gregg, L. A.: A Long-Term Expe- 
rience with Joint Medical-Psychiatric Teach- 
ing. J. Med. Educ., 34:927-30, 1959. 

Egan, G., Frost, I.: Report on Psychiatric Resi- 
dential Weekend Study Courses. Acta. Psycho- 
ther. (Basel), 7 (Suppl.) Pt. 2:95-100, 1959. 

English, O. S., Hoffman, F. H.: The Goals of 
Undergraduate Psychiatric Education at Tem- 
ple University School of Medicine. J. Med. 
Educ., 35:1030-4, 1960. 

Finesinger, J. E.: The Teaching of Psychother- 
apy. J. Ment. Sci., 104:504-17, 1958. 

Gordon, I. J., Regan, P. F. III, Martin, S. P.: 
Role-Playing as a Technique for Teaching Med- 
ical Students. J. Med. Educ., 35:781-5, 1960. 

Graves, J. C., Graves, V.: Keeping Informed by 
Tape and Disk. Brit. Med. J., 2:583-5, 1958. 

Greaves, D. C.: The Role of the Psychiatrist in 
Teaching Comprehensive Medical Care. Amer. 
J. Psychiat., 114:42-6, 1957. 

Grodzicke, W.: Problems and Difficulties in Psy- 
chosomatic Training. Fortschr. Psychosom. 
Med., 1:195-200, 1960. 

Grotjahn, M., Treusch, J. V.: A New Technique 
of Psychosomatic Consultation: Some Illustra- 
tions of Teamwork Between an Internist and 
a Psychiatrist. Psychoanal. Rev., 44:176-92, 
1957. 

Hargrove, E. A.: Clarification of the Doctor-Pa- 
tient Relationship as a Goal in Brief Psycho- 
therapy. Texas J. Med., 55:962-6, 1959. 

Harrison, S. I.: The Psychotherapeutic Function 
of the Orthopsychiatric Team: Report of the 
Committee on Psychotherapy. V. Direct Su- 
pervision of the Psychotherapist as a Teach- 
ing Method. Amer. J. Orthopsychiat., 30:71-8, 
1960. 

Hulse, W. C., Schiffer, M.: The Psychotherapeu- 
tic Function of the Orthopsychiatric Team: 
Report of the Committee on Psychotherapy. 
IV. The Psychotherapeutic Training of the 


UNE 
Va- 
utric 
3-29, 
il to 
8. 
the 
90-1, 

the 
93-4, 
atric 
mer. 

24-6, 
ants. 
atric 
ting 
We 

An 
Pub- 

Cs 
ance 
Vir- 

At- 
9-31, 
s of 
3-30, 
sion 
rac- § 

the 
5-9, 
They 
138- 

in 
3-38, 
[e di- 


218 PSYCHOSOMATICS 


Team Members and Its Influence on the Team. 
Amer. J. Orthopsychiat., 30:63-70, 1960. 

Hunt, A. D. Jr., Parmet, M.: Collaboration Be- 
tween Pediatrician and Child Psychiatrist in a 
Rural Medical Center: Case Studies Illustrat- 
ing the Role of This Relationship in the Grad- 
uate Education of the Family Physician. Pedi; 
atrics, 19:462-6, 1957. 

Jaco, E. G.: Problems and Prospects of ‘the So- 
cial Sciences in Medical Education. J. ‘Health 
Hum. Behavw., 1:29-34, 1960. 

Judas, I., Falstein, E. I., Mendelsohn, R. S.: Role 
of Psychiatrist in a Well-Baby Clinic. Anier. J. 
Orthopsychiat., 27:621-9, 1957. 

Kahana, R. J.: Teaching Medical Payctielogy 
Through Psychiatric Consultation. J. Med. 
Educ., 34:1003-9, 1959. 

Leon, R. L.: A Participant-Directed Experience 
as a Method of Psychiatric Teaching and Con- 
sultation. Ment. Hyg., 44:375-81, 1960. 

Lunn, V.: The Role of Psychiatry in Medical 
Training: An Evaluation of Graduate Training 
in Psychiatry in the U.S.A. J. Med. Educ., 35: 
1021-9, 1960. 

McCarley, T. H.: The Psychiatrist and the In- 
ternist. Dis. Nerv. Syst., 21:449-52, 1960. 

Memiah, J. C.: The Lecture: A Reconsideration. 
J. Med, Educ., 35:183-6, 1960. 

Meneely, J. K., Jr., Sands, W. L.: Two-Way Ra- 
dio Conference on Psychotherapy. New York 
J. Med., 58:3831-8, 1958. 

Meyer, R., Mendelson, M.: The Psychiatric Con- 
sultation in Postgraduate Medical Teaching. 
J. Nerv. Ment. Dis., 130:78-81, 1960. 

Monroe, R. R., and others: Teaching Medical 
Hypnosis. J. Med. Educ., 35:343-51, 1960. 

Peltz, W. L., Steel, E. H., Wright, S.: Group Ex- 
periences with Medical Students as a Method 
of Teaching Psychiatry. Amer. J. Orthopsy- 
chiat., 27:145-66, 1957. 

Rado, S.: The Use of Patients in Graduate 
Teaching in Psychiatry. Psychiat. Quar't., 33: 
413-21, 1959. 

Rosenbaum, M.: A Critique of Teaching Psy- 
chosomatic medicine. Psychosom. Med., 21:332- 
9, 1959. 

Ruhe, D. S., and others: Television in the Teach- 
ing of Psychiatry: Report of Four Years’ Pre- 
liminary Development. J. Med. Educ., 35:916- 
27, 1960. 

Ruilman, C. J.: Postgraduate Training in Psy- 
chiatry for General Practitioners. Dis. Nerv. 
Syst., 21:570-2, 1960. 

Sheeley, W. F.: Using the Mental Hospital for 
Postgraduate Education. GP, 22 (Oct.): 167- 
71, 1960. 

Smith, J. A., and others: A Program for the 
Psychiatric Training of General Practitioners 
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. While Utilizing Their Offices as an Outpaticnt 
Facility. Amer. J. Psychiat., 115:539-42, 1958. 

Stengel, E.: Reflections on the Teaching of Pxy- 
chiatry. J. Ment. Sci., 104:772-82, 1958. 

Straus, R.: A Department of Behavioral Science, 

- J. Med. Educ., 34:662-6, 1959. 

Stunkard, New Method in Medical Edu:a- 
tion. Psychosom. Med., 22:400-6, 1960. 

Townsend, R. P.: A Pilot Program in Postgrad- 
uate Teaching of Psychiatry to General Pric- 
titioners. Amer. J. Psychiat., 110:681-6, 1954. 


Trethowan, W. H.: Psychiatry and the Medical 
Curriculum. Med. J. Aust., 47:441-5; 481-7, 
1960. 

Wainwright, W. H.: Use of the Seminar in the 
Teaching of Psychiatry. New York J. Med., 59: 
3055-9, 1959. 

Watters, T. A.: Teaching Non-Psychiatric Physi- 
cians to Handle Psychiatric Problems: Addi- 
tional Experiences. Amer. Practit., 11:111-5, 
1960. 

Watters, T. A., Atkinson, J. W.: Some Interest- 
ing Experiences in Teaching Psychiatry to 
General Practitioners. Southern Med. J., 50: 
579-86, 1957. 

Work, H. H.: The Orthopsychiatric Approach to 
Medical Education: Workshop Report. Amer. 
J. Orthopsychiat., 30:196-9, 1960. 


IX. TEACHING AIDS: TERMINOLOGY, 
READING LISTS 
Books: 


American Psychiatric Association. Committee on 
Public Information: A Psychiatric Glossary: 
The Meaning of Words Most Frequently Used 
in Psychiatry. Washington, 1957. 66 pp. 

Hinsie, L. E., Cambell, R. J.: Psychiatric Dic- 
tionary. 3rd ed. New York, Oxford Univ. Press, 
1960. 788 pp. 

Menninger, K. A.: A Guide to Psychiatric Books 
with Some Suggested Reading Lists. 2nd rev. 
ed. New York, Grune & Stratton, 1956. 157 pp. 

Schering Corporation: Physician‘s Guide to Psy- 
chiatric Tests and Terminology. Bloomfield, N. 
J., Schering, 1958. 39 pp. 

Watkins, J. G.: General Psychotherapy: An Out- 
line and Study Guide. Springfield, Il., Thomas, 
1960. 


Journal References: 


Goshen, C. E.: Simplified Psychiatric Nomercla- 
ture for the Industrial Physician and General 
Practitioner. Industr. Med. Surg., 29:461-4, 
1960. 

Weiss, J. M. A.: Psychiatric Orthoepy. Ame”. J. 
Psychiat., 115:226-7, 1958. 
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Notes and Comments 


Coming Meetings Here and Abroad 


June 25: Academy of Psychosomatic Medicine, 
larbizon-Plaza Hotel, New York City. 

June 26-30: American Medical Association, New 
York City. 

Juiy 16-22: The International Society for Clini- 
cal and Experimental Hypnosis, Rio de Ja- 
»eiro. Inquire: Oscar Farina, M.D., 1st Secre- 
tary, Brazilian Division ISCEH, R. Estado Uni- 
cos, F95, Sao Paulo. 

July 30-Aug. 3: International Psychoanalytical 
Association, Edinburgh, Scotland. Inquire: 63 
New Cavendish St., London. 

Aus. 10-16: International Congress of Biochem- 
istry, Moscow. Inquire: Dr. Sissakian, Sec.- 
Gen., Leninsky prospekt, 33, Moscow, B-71, 
U.S.S.R. 

Aug. 13-19: International Association of Ap- 
plied Psychology, Christiansborg Castle, Co- 
penhagen, Denmark. Inquire: Prof. G. S. Niel- 
sen, U. of Copenhagen. 

Aug. 14-19: International Medical Congress on 
Mental Retardation, Vienna, Austria. Inquire: 
Dr. E. Langer, State House, Augusta, Maine. 

Aug. 21-26: International Congress of Psycho- 
therapy, Vienna. Inquire: Dr. W. Spiel, Laza- 
rettgasse 14, Vienna, Austria. 

Aug. 30-Sept. 5: World Federation for Mental 
Health, Paris, France. Inquire: 125 E. 65th 
St., New York 21, N. Y. 

Aug. 31-Sept. 6: American Psychological Asso- 
ciation, N. Y. C. 


Academy News Notes 


DR. NORMAN H. MELLOR, of Corona, Cali- 
fornia, published “Hypnosis in Juvenile Delin- 
quency” in the Journal of the American Acad- 
emy of General Practice, Dec. 1960. This paper 
was republished in the British Journal of Med- 
ical Hypnotism, Vol. 12, 1961. It was also pre- 
sented at the Los Angeles Chapter, Society for 
Clinical and Experimental Hypnosis in May. 

DR. RUDOLF DREIKURS of Chicago spoke 
before the Guidance Counselors of the State of 
Delaware in Wilmington in April. He also had 
a whole day workshop for principals and coun- 
selors at the Andrews Independent School Dis- 
trict in Andrews, Texas. He addressed the Re- 


gional Conference of Music Therapists at South- 
ern Methodist University in Dallas, the Midwest 
Conference of Music Therapists in Chicago and 
the Adult Psychiatric Clinic in Dayton, Ohio. 
DR. GEORGE YAHN of San Diego, Califor- 


nia, Professor of Jurisprudence at the University 
of San Diego, School of Law, has recently pre- 
sented a paper dealing with electronic computers 
in medicolegal research in Vienna. The occasion 
was the Fifth Congress of the International 
Academy of Legal Medicine. 

DR. LOUIS J. FEIT of New York City was 
recently elected President of the American Oto- 
rhinologic Society for Plastic Surgery. 

DR. EDWIN DUNLOP of Attleboro, Mass., 
was elected to membership in the Royal Medico- 
Psychological Association. 

DR. ARNOLD A. HUTSCHNECKER of New 
York City spoke at the Carl Jung Educational 
Center at Rice University, Houston, Texas, in 
April, on “The Psychology of Freud and Pav- 
lov.” 


The Editorial Board of Psychosomatics will 
hold a meeting in Baltimore during the October 
sessions. The tentative date is Thursday evening, 
Oct. 12, which will not conflict with the scientific 
programs. The purpose is to review the goals 
and direction of the Journal and to plan for its 
future. Members of the Advisory Board, Asso- 
ciate Editors, Contributing Editors and members 
of the Journal Committee are invited to attend. 


A proposed amendment to the constitution, to 
establish the office of Executive Secretary, will 
be voted on by the membership at the business 
session. 


1961-1962 Officers 


The nominating committee has selected the 

following slate of officers for 1961-62: 

President: Maury D. Sanger, M.D., Brooklyn, 
N. Y. (Elected 1960.) 

President-elect: Robert N. Rutherford, M.D., Se- 
attle, Wash. 

Vice-President: Arthur N. Foxe, M.D., New York, 

Secretary: Victor Szyrynski, M.D., Ph.D., Ot- 
tawa, Canada. 

Treasurer: M. Murray Peshkin, M.D., New York, 
N.Y. 

Historian: Burton L. Zohman, M.D., Brooklyn, 
WN. 

Executive Council: 
Phineas J. Sparer, M.D., Memphis, Tenn. 
William F. Sheeley, M.D., Washington, D.C. 
Stanley Lesse, M.D., Sc.D., New York, N. Y. 
Klaus Berblinger, M.D., San Francisco, Calif. 
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Abstracted from the Medical Press 


SOCIAL FACTORS IN PREVENTION OF POST- 
PARTUM EMOTIONAL PROBLEMS. R. E. Gor- 
don, M.D., and K. K. Gordon, B.S., R.N., Ob- 
stetrics and Gynecology, 15:4, April 1960. 


Four groups of mothers attending antenatal 
classes were selected for this study. These groups 
were matched by background history question- 
naire. Two groups were designated as controls; 
one consisted of women attending classes for 
mothers only, the other of women who attended 
with their husbands. The two experimental 
groups were similarly constituted. The experi- 
mental groups were given two additional instruc- 
tional periods on social and psychologic adjust- 
ment to a baby in the home. The results were 
evaluated by questionnaire and by an assessment 
by the attending doctors who did not know which 
women were in the experimental groups. It was 
found that the women who had the additional in- 
struction had less emotional difficulty post-par- 
tum than the control groups to a degree which 
was statistically significant. The women who at- 
tended with husbands did better than those who 
attended alone. The content of the classes is 
outlined. 

F. W. Goodrich, Jr., M.D. 


THE IMPACT OF ATARACTIC DRUGS ON A 
MENTAL HOSPITAL OUT-PATIENT. Gross, 
Martin, M.D., Amer. J. of Psych., Vol. 117, No. 
5, p. 444, Nov. 1960. 


Gross cites the significant increase in psychiat- 
ric interviews held in the Out-Patient Department 
of his hospital in 1959-1960 as compared to 1953- 
1954. He is convinced that this is due to the 
wide-spread use of ataractic drugs. Formerly, 
patients came to the clinic only reluctantly, but 
today most of them attend the clinic regularly, 
in order to obtain the drugs with which they 
were treated prior to release from the hospital. 
The largest increase is in the group of patients 
with functional psychosis. 


Gross points out that once the maximum ther- 
apeutic result is obtained in the hospital and the 
maintenance dose determined, the patient can re- 
turn to his family, and sometimes, to his job. 
With continued medication a stable condition can 
be maintained. Even recurring psychotic symp- 
toms can generally be handled through an in- 
crease in medication. He considers the social 
stability, never before achieved in the majority 
of psychotics, as the most important contribution 
of ataractic drugs in the treatment of out-pa- 
tients. 

Laurence Weiss, M.D. 


THE CONCEPT OF PSYCHOTHERAPY. James M. 
Toolan, M.D., J. of Ass’n for Psych. Treatment 
of Offenders, Vol. 4 No. 1, April 1960. 


The term ‘Psychopathic Personality” has lcng 
been a source of confusion and difficulty. Accord- 
ing to the official American Psychiatric Diag- 
nostic Manual, the term now denotes a chroni- 
cally anti-social individual . . . always in diffi- 
culty, feeling no loyalty, and failing to profit 
from experience. A diagnostic entity based upon 
a social attitude is on tenuous ground. Similar 
attitudes toward society may derive from mark- 
edly different personality structures. It is sug- 
gested that the diagnosis be limited to those 
showing 1) No conscious guilt or anxiety .. . 2) 
Defective superego or conscience, 3) Interper- 
sonal difficulties of identification and relatedness, 
4) Antisocial behavior. 

Some psychopaths avoid societal difficulties 
and have successful careers. The personality 
structure is not static. 

James M. Reinhard 
U. of Nebraska. 


DRUG THERAPY IN SCHIZOPHRENIA: A CON. 
TROLLED STUDY OF THE RELATIVE EF. 
FECTIVENESS OF CHLORPROMAZINE, PRO- 
MAZINE, PHENOBARBITAL AND PLACEBO. 
Jesse F. Casey, M.D., et al., A.M.A. Archives of 
General Psychiatry, Vol. II, No. 2, pp. 210-220, 
February 1960. 


There are very few adequately controlled stud- 
ies in drug therapy. This is especially true in 
psychopharmacology. A cooperative study was 
done to include the psychiatric hospitals in the 
Veterans Administration nation wide system. 
Two phenothiazine derivatives, chlorpromazine 
and promazine, were selected for study. For 
comparison, an active agent, phenobarbital and 
an inert placebo (lactose), were chosen. ‘he 
purpose of the study was to determine whether 
these treatments differed in efficacy for specified 
schizophrenic patients. A total of 692 patients 
were chosen from Veterans Administration neu- 
ropsychiatric hospitals. Controls included 1an- 
dom assignments of treatments and use of <( ou- 
ble-blind technique for drug administration ind 
provision of similar conditions of treatm» nt. 
Chlorpromazine and promazine were admi :is- 
tered in daily doses of 400 mg. and phenoba bi- 
tal in doses of 200 mg. All patients had 12 
weeks of drug treatment. A portion of the ‘est 
group continued on the drug assigned for an 
additional 12 week period. The balance of ‘he 
test group was switched to control medicaticns. 
Chlorpromazine showed itself to be significa: tly 
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better in reducing total morbidity of patients 
than all three medications. It was even more 
significaty effective than either control medi- 
cation over the 24-wcek period. Promazine was 
more effective than either control medication 
over the 12 week period, but superior to pheno- 
ba'bital only after 24 weeks of treatment. Re- 
duction of specific symptoms of illness was great- 
esi with chlorpromazine, less with promazine 
an: little with control medications. Placebo was 
more effective than all drugs in reducing the 
sy: of self depreciation, a symptom of men- 
ta! depression. 

‘here was one weakness in the study; the 
do-age was inflexible, leaving one question open. 
W.uld larger doses of promazine have been as 
eff ctive as chlorpromazine? Nevertheless, this 
stuly is an excellent one, illustrating the usage 
of ne painstaking techniques of control, collabo- 
rat on and statistical sophistication. 

Theodore Rothman, M.D. 


THE DOUBLE-BIND AND DELINQUENT BE- 
FAVIOR. Antonio J. Ferreira, M.D., Arch. of 
Cen. Psych., Vol. III, No. 4, Oct. 1960. 


The author refers to Bateson’s ‘‘schizophreno- 
genic double-bind” in which communications be- 
tween mother and child are steeped in contradic- 
tions. (If for example, mother says, ‘‘Kiss me,” 
she turns her cheek away.) This pattern is re- 
peated over and over again in all their commu- 
nications. In families where delinquency ap- 
pears, dynamics suggest that the communicated 
message is split. It arises not alone from mother, 
but from mother and father or their represen- 
tatives. The victim is then repeatedly, over and 
over again caught between conflicting messages. 
This formulation is not presented as a specific 
etiologic factor for all delinquency, but as a 
means to further our understanding of its patho- 
genesis. While the ‘‘double-bind” and the split 
“double-bind” are not specific pathogenetically, 
one can make effective use of them in the gen- 
eral field of mental hygiene. 

George J. Train, M.D. 


THE PSYCHOSEXUAL IDENTIFICATION OF 
PRE-SCHOOL BOYS. Alfred F. Angrilli, Ph.D., 
Journal Genetic Psychology, Vol. 97, Second 
Half, pp. 329-340, Dec. 1960. 


Perhaps we have gone too far in assuming 
that emotional illness in a child can invariably 
be traced to some disturbance in the parents. 
This investigation casts doubts on the parent- 
child relationship as the dominant influence as 
far as the development of identifications are con- 
cerned. It appears that sibling constellations, 


training and educational methods, and other sit- 
uational factors external to the parent-child re- 


lationship may play equally significant roles in 
the shaping of identification patterns. 

For studying concepts of masculinity and fem- 
ininity, the research populations comprised 30 
boys attending nursery schools and both their 
parents. The instruments included the Chil- 
dren’s Personality Rating Scale, Figure Draw- 
ings, the Terman-Miles Attitude Interest Analy- 
sis, the Activities Preference Check List, and the 
Strong Vocational Interest Test scored for the 
M-F scale. The composite score obtained for 
each boy and each parent is assumed to repre- 
sent degree of acceptance of psychosexual iden- 
tity. No significant relationship was found to 
exist between boys and their parents in respect 
to high or low sexual identification. 

Angrilli further concludes that there is no sup- 
port for the belief that strong mothers are re- 
sponsible for lack of masculine feeling in their 
boys or that feminine mothers influence the de- 
velopment of masculine assurance in their sons. 

The negative findings of this study have im- 
plications for those working with children. The 
degree of psychosexual identification in boys does 
not appear to depend upon the degree of such 
identification in the parents. This means we 
must look for the influence of not only one but 
many interacting forces as determinants in psy- 
chosexual development. 

Elizabeth Thoma, Ph.D. 


RAGE, VIOLENCE AND CONSCIENCE. Sandor 
Rado, M.D., Comprehensive Psychiatry, Vol 1, 
No. 6. 


A rage reaction may terminate civilization. 
Man’s doom may depend upon the itching finger 
of a neurotic, angry bombardier. Rado points 
out, “Rage is the enemy of civilized man.” He 
discusses the adaptational psychodynamics which 
frame the personality, the built-in conscience of 
self-restraining mechanisms concerned with the 
regulation of individual conduct. He describes 
how rage turns against itself and destroys the 
personality. The consequence of rage turned 
against the organism, he states, is found in ev- 
ery branch of clinical medicine, and that to al- 
low the retroflexed rage to dominate conscience 
is dangerous. 

The influence of intelligent, reasonable judg- 
ment on the emotional life of a person makes one 
able to meet the responsibilities and seek the 
opportunities necessary to face life. He points 
out further what animal trainers have long 
known, but which parents, pediatricians, and 
many psychiatrists fail to appreciate, that the 
systems of learning need not be dominated by 
the mechanisms of stern punishment. Under 
such a system the child is rarely if ever, re- 
warded. Using the appreciation system a child 
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is rarely punished but rewarded. This leads to 
repetitive activity with anticipation of reward; 
it is followed by self reward, and then, self re- 
spect. If one pets a dog for retrieving a ball, 
you don’t kick it in the ribs when it doesn’t un- 
derstand. But then who grades parents anyway ? 
B. I. Kahn, M.D. 


PROPHYLACTIC TREATMENT OF MIGRAINE 
HEADACHE AND HISTAMINE CEPHALAL- 
GIA WITH A SEROTONIN ANTAGONIST 
(METHYSERGIDE). M. Coleman Harris, M.D., 
Annals of Allergy, Vol. 19, No. 5, pp. 500-504, 
1961. 


A serotonin antagonist (Methysergide) was 
administered prophylactically to 50 patients with 
migraine or histamine cephalalgia. The results 
were reported as excellent in all five patients 
with histamine cephalalgia. Of 45 patients with 
migraine, six discontinued treatment because of 
adverse reactions, listed as nausea, vomiting, 
vertigo, a “sick feeling” or “lightness in her 
head” and muscle spasm. Thirty of the remain- 
ing 39 patients reported excellent results, five 
noted good results, and four failed to obtain any 
relief. A double-blind procedure was_ under- 
taken in 16 patients who had previously obtained 
relief with Methysergide. Five patients receiv- 
ing placebo medication reported a return of their 
headaches. Serotonin blood levels and urinary 
5-hydroindoleacetic acid levels were of no value 
in migraine. The authors conclude that results 
may be due to serotonin neutralization. It is pos- 
tulated that serotonin may be an important fac- 
tor in migraine and histamine cephalalgia and 
Methysergide is effective in reducing the sever- 
ity and frequency of attacks. 

Jerome Miller, M.D. 


PSYCHOPHYSIOLOGIC RESISTANCE IN INSU- 
LIN COMA THERAPY. E. S. Patterson, M.D., 
J. of Nerv. & Ment. Dis., Vol. 125, No. 4, p. 547, 
Oct.-Dec. 1957. ; 


A difficulty and danger in insulin coma therapy 
(ICT) is high insulin dose. Psychologic states 
influence the patient’s response. A mental atti- 
tude which is resistant or even indifferent to ICT 
will result in higher dosage of insulin, shorter 
and erratic comas, more side reactions, and a 
less effective clinical result. With good psy- 
chotherapy, given at the right time, it was noted 
that insulin doses were diminished, comas were 
more regularly induced with few to no side re- 
actions, and the clinical improvement was defi- 
nite in all cases. 

Twenty-seven patients (15 women and 12 
men), all schizophrenics, were grouped strictly 
on attitude toward therapy. Psychotherapy was 
most valuable while the patients were on the 
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ward before transfer to the ICT unit; also on 
admission to the ICT unit and later when the 
patient began to improve and showed a loss in 
delusional or hallucinatory systems. 

Joseph Joel Friedman, M.D 


EMOTIONS AND SERUM PROTEINOGRAM. \u- 
jiro Ikemi, M.D., Shigeo Gondo, M. D., and 
Akira Sakamoto, M.D., Igiku Kenkyu (Acta 
Medica), Vol. 29, No. 12, December 1959. 


The study was made on the relationship be- 
tween emotions and serum proteinogram, the titer 
of agglutinin and the agglutinability of blood 
cells. Both normal individuals and patients with 
neurosis were used as subjects. Emotions were 
induced by means of hypnotic suggestions and 
interview. The serum proteinogram was evalu- 
ated by paper electrophoresis. The results of the 
experiment were as follows: 

1. Under strong emotions induced by the above- 
mentioned techniques the quantity of albumin 
was decreased and that of globulin, especially 
y-globulin, was increased to a certain extent as 
compared with those under normal conditions. 

2. By the same procedure the titer of aggluti- 
nin was somewhat increased, while no noticeable 
difference was observed in the agglutinability of 
blood cells. 

8. The above-mentioned changes were more re- 
markable in neurotics than in healthy individ- 
uals. In regard to techniques inducing emotions, 
no phenomenal difference was observed between 
hypnosis and interview. 

Yujiro Ikemi, M.D. 


EMOTIONAL FACTORS IN RECURRENT APH: 
THOUS ULCERATIONS. Irwin I. Ship, D.M_D., 
et al., Oral Surg., Oral Med., and Oral Path., 14: 
38, Jan. 1961. 


The relationship between aphthous ulcerations 
and emotional factors was studied in a profes- 
sional school population consisting of 120 males 
and 110 females. Results indicated large sea- 
sonal variations, with an increase in lesions dur- 
ing the winter and spring months. Examination 
time was accompanied by an increase in lesions, 
while a decrease was noted during vacations. 

Melvin Land, D.D.S. 


EDUCATION FOR CHILDREN. H. Lloyd Miller, 
M.D., Obstetrics and Gynecology, Vol. 17, No. 
1, Jan. 1961. 


On Jan. 1, 1951 the author began a progran of 
prenatal education for his patients. In the en- 


suing nine years, 4733 women were delive)ed. 
The program consisted of four two hour classes 
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which were given by two especially trained 
nurses, plus classes for husbands and wives which 
were given by the author and a pediatrician. The 
material presented included information on the 
anitomy and physiology of reproduction, pre- 
natal care, labor and delivery, and postnatal care 
ani rooming-in. Exercises recommended by the 
Maternity Center Association of New York were 
taught; visual aids, including a film made by the 
author were utilized, and time was allowed for 
exercise practice and discussion periods. The 
patients attended the classes in groups of twelve. 

The same nurses who taught the classes were 
avuilable for support in labor and the author was 
present in the hospital during active labor. 
Ninety-five per cent of the mothers heard their 
baby’s first cry although anesthesia was not 
withheld if it was desired. A majority of pa- 
tients had a moderate dose of demerol in the 
firs’ stage and “wniffs’” of nitrous oxide with 
contractions in the second stage. The incidence 
of operative deliveries was 4.5% and fetal mor- 
tality was 1.4% (1% less than the over-all rate 
for the city in which the author practices). 


The time spent in educating patients for child- 
birth is well worth the results in terms of safer, 
easier, and a more satisfying experience for the 
patient. Dr. Miller considers education an im- 
portant adjunct in the care of the expectant 
mother, and he does not believe that it can be 
designated as “natural childbirth” or the “Read 
method.” 

F. W. Goodrich, Jr., M.D. 


THE TREATMENT PHILOSOPHY OF APTO. Me- 
litta Schmideberg, M.D., J. Assn. for Psychi- 
atric Treatment of Offenders, Vol. 3, No. 1, 
February 1959. 


The psychotherapy of offenders requires spe- 
cial techniques differing from those of general 
psychotherapy. Even a modification of the cur- 
rent “neurotic patient’? oriented techniques is 
“unsuited for most offenders. The offender’s es- 
sential personality structure represents, in gen- 
eral, the opposite of the neurotic. The offender, 
whenever possible, should be treated in the nor- 
mal environment where failure occurred. This re- 
quires the acquisition of new techniques and ‘a 
new treatment philosophy.” The philosophy must 
be correlated with the courts and probation. 

The psychiatrist should feel that he is doing 
something positive for, and not against the pa- 
tient by socializing him. No less important is 
the necessity to have the patient feel that un- 
derstanding himself is not a justification for law- 
breaking. 

James M. Reinhard, 


U. of Nebraska. 
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THE USE OF HYPNOSIS AND SUGGESTION IN 
GENERAL PRACTICE. Conn, J. H., Virginia 
Med. Monthly, Vol. 87:541-546, October 1960. 


The ideal patient for hypnosis is intelligent, ca- 
pable of concentration, and suggestible. The doc- 
tor must be convinced of his ability to succeed 
and learn to overcome the feeling of self-con- 
sciousness during the introductory phase. 

Even when a skeptical patient says he has no 
faith in hypnosis, it is his behavior rather than 
what he says which indicates the degree of his 
unconscious need for a regressive, compliant re- 
lationship. Each individual must be evaluated 
in regard to his motivation, his secondary gains, 
and his ability to live comfortably without his 
neurotic ‘‘crutches.” 

The psychodynamics involved in the hypnotic 
relationship can briefly be summarized as a need 
to dominate or be dominated, which may include 
a fear of losing control of one’s will, a desire 
to be overpowered or a need for dependency. A 
common problem which is encountered is the pa- 
tient who insists that he has not been hypno- 
tized, hence he has not been asleep. Hypnosis is 
not sleep, the electroencephalogram, the basal 
metabolic rate, and the deep reflexes of the hyp- 
notized patient are normal. Neurotic patients 
may fear to get well too quickly because they 
are not mature enough to live without gratifying 
such infantile needs as excessive attention, sym- 
pathy, *1d guidance. They cannot surrender 
their emotional supports or defences without feel- 
ing overwhelmed and anxious. The value of sug- 
gestion lies in the fact .hat the patient is ready 
(set), able (mature enoug»), and willing (un- 
consciously wishes) to get well and to remain 
well (self-sufficient and realistic). Only then 
can he endow the therapist of his choice (the 
transference-object) with the power to cure him. 
Hypnosis can be used for relaxation, to relieve 
pain, to facilitate the recall of traumatic events 
and to alleviate anxiety. 

Leo Wollman, M.D. 


MONOAMINE OXIDASE INHIBITOR THERAPY 
IN ADOLESCENT PSYCHIATRY. Soblen, R. A. 
and Saunders, J. C., Dis. Nerv. Syst., Vol. 22: 
96-100, Feb. 1961. 


The authors review some causative factors of 
childhood schizophrenia and the influence of 
MAO inhibitors on a group of schizophrenic chil- 
dren, as reported by other authors, as a starting 
point for the discussion of their own experiences 
with phenelzine (Nardil) and PIH (Catron) in 
adolescent patients. Therapy of childhood schiz- 
ophrenics with MAO inhibitors resulted in an 
improvement in interpersonal relationships, in- 
creased degree of free relating to others, and 
decreased tendency to mutism. In adults, de- 
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pression, withdrawai, apathy and flattened affect 
are alleviated. 

The study was performed on 20 boys, ranging 
from 12 to 16 years; four were diagnosed as 
childhood schizophrenia, sixteen as primary be- 
havior disorders. The patients thought they 
were given a tranquilizing drug. Equal groups 
were given, on the average, 15 mg. phenelzine 
b.i.d., and PIH 6 mg., b.i.d., respectively for 3% 
months. Both drugs alleviated apathy, with- 
drawal, anergia, flattened affect and _ indiffer- 
ence of primary behavior disorders. Two of the 
four schizophrenic patients became free from 
hallucinations and were discharged. Twelve pa- 
tients improved, were discharged following obser- 
vation of 4 to 6 weeks after discontinuance of 
therapy, and none returned to the hospital in 
3 months after discharge. Three patients showed 
no change and one became worse. The improved 
group were able to engage in ordinary activity. 
Scholastic achievement was not improved but 
alertness, attentiveness and cooperation were im- 
proved. The vocational performance as portrayed 
in increased tempo of learning to work with tools 
was noticed. Coordination and interest in sports 
appeared improved and the antisocial attitude 
appeared decreased. 

Side effects showed sleepiness in three pa- 
tients, antagonistic attitude in one, hyperirrita- 
bility in one. A rise in alkaline phosphatase was 
noted in three patients. 

Adam J. Krakowski, M.D. 


ON THE PARENTERAL USE OF AMITRIPTY- 
LINE (ELAVIL-MERCK). Herbert Fried, M.D., 
Amer. J. of Psychiat., Vol. 117, No. 5, p. 455, 
Nov. 1960. 


Fried reports on the use of Elavil in its paren- 
teral form. He points out that this drug has 
both anti-depressant and a “tranquilizer action.” 
He administered 10 to 30 milligrams intraven- 
ously without the development of any clinical side 
effects. In some patients, in addition to the in- 
travenous medication, he used an oral dosage of 
50 milligrams twice a day. With the use of the 
supplementary intravenous medication there was 
a relatively rapid removal of tension with or 
without an elevation of mood. During this trial 
the drug also seemed of value in older patients in 
whom shock was contraindicated. 

Laurence Weiss, M.D. 


PSYCHOANALYSIS 1959. Iago Galdston, M.D. 
Bull. N. Y. Acad. Med., Vol. 36:702-713, Oct. 
1960. 


This paper was presented on December 3, 1959 
at the celebration of the 50th year anniversary 
of Sigmund Freud’s visit to America. It was 
also the anniversary of the birth of the first psy- 
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choanalytic publication. According to Jones, it 
marked the beginning of the international rec- 
ognition of psychoanalysis. Galdston evaluates 
the progress of these fifty years in his paper and 
emphasizes that “for the majority of psycho- 
analytically trained and oriented psychiatrists, 
there has been an adaptive loosening of thera- 
peutic procedure—away from doctrinaire rigidity 
toward an objective effort to meet the multi- 
phased challenge of the therapeutic problems 
and the patient’s needs. Anamnestic depth is 
not sacrificed, but is attained more directly with 
a greater economy in time and effort. Insight, 
and its application to past and current experi- 
ence, is favored by the analyst’s more active 
participation in the therapeutic process. More 
effective, more courageous use is made of the 
transference-countertransference situation and 
relationship. The current reality problems of 
the patient are, when it is profitable or necessary 
to do so, accepted as legitimate therapeutic items 
and used as leverage for uncovering the past, 
as well as for achieving a clearer understanding 
which the patient may gain by ventilating them. 
The therapeutic relationship is not as exclusively 
confined to analyst and analysand, as it for- 
merly was, but may now, to varying degrees, be 
extended to embrace other persons intimately 
and significantly impinging on the patient’s be- 
ing.” 

James L. McCartney, M.D. 


LE STRABISME DE L’‘ENFANT: INFIRMITE 
HONTEUSE. Conrad Stein, Ann. D’Ocul., Vol. 
193:590-597, 1960. 


A psychoanalytically oriented evaluation in an 
eye clinic of children with strabismus revealed 
that the causal relationship between psychologi- 
cal confiicts and strabismus should not be em- 
phasized as much as the expressive value of the 
squinting. This expressive value of squinting can 
lead to therapeutic applications. The psycholog- 
ical attitudes of the child afflicted with strabis- 
mus range from a morbid reaction to the fact 
that he is squinting to a neurotic utilization of 
his tendency to squint. Ophthalmologists should 
be aware of the importance of having the neu- 
rosis treated. 

T. F. Schlaegel, Jr., M.)). 


THE PLACEBO EFFECT IN THE HISTORY OF 
MEDICAL TREATMENT. Arthur K. Shapiro, 
M.D., Implications for Psychiatry, Vol. 116, No. 
4, pp. 298-303, October 1959. 


The author, in a brilliant paper, discusses the 
history of prescientific medical treatment. ‘or 
thousands of years, the physician unwittir gly 
depended on the placebo effect to help his pa- 
tient. 


The patient-doctor relationsh'p was re- 
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sponsible for the good therapeutic results. Tho 
author defines the placebo effect as the psycho- 
logical, physiological and psychophysiological ef- 
fect of any medication or procedure given with 
therapeutic intent. The therapeutic intent, in- 
dependent of or minimally related to, the phar- 
macologic effects of the medication or to the spe- 
cific effects of the procedure, operates through 
a psychological mechanism. The frequent refer- 
ence to the ‘art of medicine” implies an under- 
standing of the placebo effect. The author re- 
minds one of the well known admonition, “One 
should treat as many patients as possible with 
new drugs while they still have power to heal.” 
The implication is that the physician himself is 
the most potent therapeutic agent. The placebo 
effect is especially enhanced in the closeness and 
character of the doctor-patient relationship in 
psychiatry, where the placebo effect is used 
maximally. 

With our new knowledge of the potency of the 
placebo effect, contemporary research in drug 
therapy has been revolutionized. Research meth- 
odologies require the use of placebo controls, the 
double-blind procedure, statistical analysis and 
consultation and concern with experimental de- 
sign. Pilot and exploratory studies done in drug 
therapy are not sufficiently controlled to evaluate 
the effectiveness of any drug. The enthusiasm of 
the experimenter may bias the investigation, 
introducing favorable results. 

Theodore Rothman, M.D. 


INTERPERSONAL DETERMINANTS OF REAL- 
ITY—TESTING CAPACITY. Robert Seiden- 
berg, M.D., Arch. of Gen. Psych., Vol. III, No. 
4, Oct. 1960. 


This paper emphasizes a situation in reality 
which often determines the success or failure of 
psychotherapy. To begin with, Freud is quoted: 
“The psychotic denies reality and substitutes an 
alteration within himself; the neurotic does not 
deny reality but tries to avoid it, while a ‘nor- 
mal person’ is like the neurotic in so far as he 
does not deny reality but is also like the psy- 
chotic in that he wishes to change it. Unlike 
both the neurotic and the psychotic he does 
something about it.” 

The patient in psychotherapy may be unable 
to do “this something”’ because of the opposition 
of another person’s standards of reality in a 
forceful interpersonal relationship. This mech- 
anism exists in thought control as in brainwash- 
ing. Two cases are presented to support this 
thesis. In one case the husband of an anxious, 
phobic and depressed patient denies his wife the 
opportunity to examine and deal with her prob- 
lems through his over-solicitude. For example, 
to allay her fear of the dark, he installed flood 


lights. In the second case, a husband tried ag- 
gressively to constrict the patient by insisting 
“until you can do things the way I want them 
done, I can’t consider you a normal person.” The 
special effects on a family of an authoritative, 
demanding physician, can be devastating to its 
members. Under therapy, both patients re- 
sisted successfully the confining influence of their 
husbands and dealt with their problems with 
their own resources and developed their own 
reality standards. 
George J. Train, M.D. 


MASOCHISM AND PSYCHOPATHY AS ADAP. 
TIVE BEHAVIOR. Leon Salzman, M.D., Jour- 
nal Individual Psychology, Vol. 16, No. 2, pp. 
182-188, Nov. 1960. 


This paper deals with masochism and psycho- 
pathy as maneuvers to cope with feelings of 
worthlessness and powerlessness. Salzman’s con- 
cepts are in contrast with those of Freud, who 
assigned the label of unconscious to forces which 
could not be identified in awareness; for exam- 
ple, if a person’s behavior appeared to be guilt- 
appeasing, self-punishing, or otherwise self-de- 
feating, it was assumed that he had unconscious 
feelings of guilt unless he could verbalize the 
basis of such behavior. 

Salzman rejects psychological concepts which 
throw blame or responsibility on parents, hered- 
ity, or instinctual drives and unconscious motiva- 
tion. He regards all self-defeating behavior as 
adaptive. Thus masochism, although it appears 
to berate or destroy the self, is seen as an at- 
tempt at mastery, a maneuver to cope with spe- 
cific personal and social situations. Through his 
suffering the masochist hopes to gain higher re- 
wards; his behavior is distorted so that while it 
appears to be punishment-seeking it actually is 
reward-seeking. 

Similarly the psychopath’s behavior is adap- 
tive, although from the cultural point of view 
highly maladaptive. It is invariably an attempt 
to solve some problem rather than an attempt 
to provoke punishment for unconscious guilt 
feelings. This author sees the psychopath not 
as incapable of experiencing guilt, but rather as 
avoiding anxiety and guilt by cutting off at the 
root any significant interpersonal relationship. 
His grandiosity and belief in his immunity from 
social requirements are maneuvers designed to 
deal with his extreme feelings of worthlessness. 

Having little faith in themselves, such patients 
have little motivation for therapy. Treatment 
with both groups depends upon the ability of 
the therapist first to recognize the defensive 
pattern not as a “search for punishment’ but 
as screen to hide his hopelessness. 

Elizabeth Thoma, Ph.D. 
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PAROXYSMAL HEADACHE. Bengt Karlsson, 
Acta Paediatrica, 49/1:17-27. 


Paroxysmal headaches are relatively common 
in children. In 23 cases studied, EEG records 
showed epileptogenic foci. Attacks ranged in du- 
ration from 30 minutes to 12 hours. Symptoms 
included nausea, vomiting, and abdominal pain. 
Psychiatric examination revealed a neurosis in 
11 cases. The most common stress factors were 
broken homes, alcoholism, or mental disorder in 
one of the parents. Treatment with diphenyl- 
hydantoin was tried in 13 cases and showed good 
results in 11 of them after a one year follow-up. 

Quoted by World Wide Abstracts, 
Vol. 3, No. 5, May, 1960. 


CHRONIC OCCULT ADRENOCORTICAL INSUF- 
FICIENCY, G. T. Kiss, M.D., and T. F. Fogarty, 
M._D., J.A.M.A., 172/17:1917-1919, April 23, 1960. 


A patient is reported who apparently had a 
long history of fainting and weak spells, usually 
occurring with the menses, illness or other stress. 
Malaise, fatigue, weakness, vomiting, diarrhea 
and debilitating upper respiratory infections were 
prominent for many years. Gradually increasing 
lassitude finally led to hospitalization and the 
diagnosis of chronic adrenocortical insufficiency. 
The most significant finding in the diagnostic sur- 
vey was the failure of the urinary 17-hydroxy- 
corticosteroid level to rise after adequate stimu- 
lation with ACTH. 


EPIDEMIC VERTIGO: CLINICAL PICTURE, EPI- 
DEMIOLOGY AND RELATION TO ENCEPHA- 
LITIS. E. Pedersen, Brain, 82:566-580, 1959. 


Epidemiologic investigation suggests that epi- 
demic vertigo and encephalitis may have the 
same etiology. In some patients, the initial 
symptoms were gastro-intestinal in nature, ac- 
companied by fever; in others, an upper respira- 
tory infection was the first sign. At first the 
vertigo was constant, later becoming paroxys- 
mal and frequently provoked by movements of 
the head and trunk. The course was benign in 
most instances, but 5-10% of the patients showed 
extreme fatigue, depression, and paroxysmal ver- 
tigo which persisted. 


ARTERIOGRAPHIC STUDY OF CEREBROVAS- 
CULAR DISEASE IN MAN. J. S. Meyer, et al., 
Arch. Neurol., 2:27-45, Jan. 1960. 


The author used angiography in cases of cere- 
brovascular disease to determine the relative 
merits of medical or surgical treatment. They 
felt that the use of Diodrast required caution 
since it was damaging to vascular endothelium 
and may increase the incidence of thrombosis. 
They found that diatrizoate methylglucamine 
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produced no such complications when it was 
used as the contrast agent. In one third of the 
cases, arteriosclerotic disease of the vertebral- 
basilar system was found. This finding, with 
diffuse involvement, did not permit the possi- 
bility of surgical intervention. 


TRYPTOPHAN METABOLISM IN PORPHYRIA, 
SCHIZOPHRENIA, AND A VARIETY OF NEU- 
ROLOGIC AND PSYCHIATRIC DISEASES. 
J. M. Price, M.D., R. R. Brown, M.D., and H. A. 
Peters, M.D., Neurology, Vol. 9: 456-468, 1959. 
This is a report of the authors’ work concern- 

ing the abnormal metabolism in porphyria and 
the effect of chelating agents (in porphyria, 
schizophrenia and a variety of neurological con- 
ditions). Tryptophan metabolism was studied 
by administering this substance and following 
the urinary excretion of the metabolites of this 
amino acid. It was found that the majority of 
patients with porphyria had an abnormal tryp- 
tophan metabolism; this was also found in some 
of the psychoses, but in the control group which 
consisted of various neurological conditions, no 
such abnormalities were found. 


OCULAR MANIFESTATIONS OF OCCLUSIVE 
DISEASE OF THE VERTEBRAL-BASILAR AR- 
TERIAL SYSTEM. R. H. Minor, et al., A.M.A. 
Arch. of Ophthal., Vol. 62, No. 1: 84-96, 1959. 


In 183 patients with occlusive disease of the 
vertebral-basilar arterial system, some ocular 
abnormality was present in 144. In 47 patients, 
homonymous hemianopsia was present. In some 
cases this finding was bilateral, in others it was 
unilateral; in about one third of the patients it 
was transient. Diplopia was seen in 50 of the 
patients; in others there was nystagmus, evi- 
dence of ophthalmoplegia, or episodes of blurred 
vision. 


THE GASTROINTESTINAL TRACT AND MUS- 
CULAR DYSTROPHY. M. Patterson and G. 
Rios, Tex. Rep. Biol. Med., Vol. 17, No. 4: 502- 
511, 1959. 


The most common symptoms noted are severe 
constipation and dysphagia. One of the author’s 
patients showed a severe motility disturbance. 
The authors feel that smooth muscle changes in 
the intestinal tract do occur in muscular dvs- 
trophy. 


WHIPLASH INJURY WITH AMNESIA FOR LIFE 
EXPERIENCES. J. M. Nielson. Bull. Los An- 
geles Neurol. Soc., Vol. 24, No. 1: 27-30, 1959 


In two patients with whiplash injuries, a raj)id 
loss of memory was observed. The author ce- 
scribed the pathogenesis as an acute hyprr- 
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flexion or sudden hyperextension of the neck 
which produced vascular disturbances in the 
hippocampal gyri. Thrombosis and embolism in 
the hippocampal branches of the posterior cere- 
bral arteries were due to extension from the 
vertebral ateries. 


PAPILLEDEMA AND HYPOPARATHYROIDISM 
SIMULATING BRAIN TUMOR. R. F. Palmer, 
et al., J. Neurosurg., Vol. 16, No. 4: 378-384, 
1959. 


Two cases of papilledema occurring concomi- 
tant with post-thyroidectomy hypoparathyroid- 
ism are reported. The authors relate the in- 
creised intracranial pressure and papilledema to 
the increase in serum phosphorus and decreased 
serum calcium, although they admit that the 
mechanism is not fully understood. They report 
that the neurological abnormalities are rever- 
sible with proper therapy directed towards the 
parathyroid dysfunction. 


A CASE OF SHEEHAN’S SYNDROME WITH AL- 
MOST COMPLETE BILATERAL INTERNAL 
CAROTID OCCLUSION. K. E. F. Hobbs, Guy’s 
Hosp. Reports, Vol. 108, No. 1: 87-100, 1959. 


Four cases of pituitary fibrosis of unknown 
etiology are discussed and one patient with hy- 
popituitarism associated with almost complete 
bilateral carotid occlusion is described. The au- 
thor suggests that bilateral carotid occlusion, 
leading to thrombosis in the hypophyseal veins, 
may be a contributing factor in hypopituitarism 
that cannot be explained by other etiological 
factors. 


REFSUM’S SYNDROME. N. Gordon and R. E. B. 
Hudson, Brain, Vol. 82, No. 1: 41-55, 1959. 


The clinical features of this syndrome include 
a concentric limitation of the visual fields, reti- 
nitis pigmentosa, polyneuritis, and ataxia of cer- 
ebellar origin. Other findings may include pu- 
pillary abnormalities, impairment of hearing, ab- 
normalities in the EKG, a marked rise in the 
globulin and albumin content of the CSF but 
with a normal cell count. The consistently raised 
protein levels of CSF distinguishes Refsum’s 
syndrome from the hereditary ataxias and from 
peroneal muscular atrophy. 


POST-ENCEPHALITIC BEHAVIOR DISORDERS. 
A FORGOTTEN ENTITY. S. Levy, Am. J. Psy- 
chiat., Vol. 115, No. 12: 1062-1067, 1959. 


Restlessness and unpredictable behavior may 
occur both in functional states as well as in the 
post-encephalitic state. The author suggests that 
the latter is often overlooked and encourages a 
Search for this possible etiological factor. He 


describes a diffusely abnormal EEG in post-en- 
cephalitic conditions. Treatment is with am- 
phetamine, in high doses, maintained for sev- 
eral years. Dramatic improvement may occur 
in a few weeks with a dosage of 10 to 40 mg. of 
amphetamine sulfate daily. 


CONTRIBUTION TO THE PSYCHOLOGICAL UN- 
DERSTANDING OF PRURITUS ANI. R. P. 
Alexander, Psychosom. Med., Vol. 21, No. 3: 
182-192, 1959. 


Pruritus ani has symptoms that relate to both 
the soma and the psyche. Somatic symptoms in- 
clude itching, discharge, bloating and fullness of 
the abdomen, constipation and diarrhea. The 
psychic symptoms include aggressive, defiant, 
stubborn personality traits, hostility, and depres- 
sion. The author feels that the syndrome is the 
result of a defensive struggle against the con- 
scious recognition of passive, oral, receptive 
wishes as well as destructive rivalrous impulses. 


SUCCESSFUL MANAGEMENT OF HEPATO- 
LENTICULAR DEGENERATION WITH PENI- 
CILLAMINE. J. B. Strong, Jr., et al., Ann. Int. 
Med., Vol. 54:198, Feb. 1961. 


A negative copper balance is obtained by de- 
creasing copper intake or by removing excess 
copper deposits before irreversible damage takes 
place. BAL (British Anti-Lewisite) and calcium 
versenate have been used as chelating agents. 
Penicillamine, a degradation product of penicil- 
lin, is an effective chelating agent. In a case 
reported by the authors, D-L penicillamine in a 
dose of 2.4 gm. orally in four divided doses, given 
on alternate days, produced optimal copruresis. 
The results with pencillamine were superior to 
those obtained with BAL. 


LIFE HISTORY AND TREATMENT OF MENIN- 
GIOMAS WITHIN THE LATERAL VENTRI- 
CLES. D. H. Wilson, et al., Surg. Gynec. & 
Obstet., Vol. 112, No. 299, March 1961. 


On the basis of a total of 78 cases studied, the 
authors point up that symptoms of intracranial 
pressure appear first and progress for about four 
months before help is sought. Generalized head- 
aches then occur, aggravated by stooping or 
straining. Nausea, vomiting, visual symptoms 
of blurring and transient blindness follow. Im- 
pairment of mentation, mild contralateral hemi- 
paresis is almost invariable. These choroid 


plexus meningiomas are seen most frequently 
between the ages of 35-45, so that a patient in 
this age group with symptoms of a slowly ex- 
panding lesion in the left parietal lobe and cere- 
bellum warrants consideration of the diagnosi 
of choroid plexus meningioma. : 
W.D. 
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Book Reviews 


TRANSVESTITISM TODAY. By Edward Podol- 
sky, M.D., and Carlson Wade. (Published by 
Epic Publishing Co., Inc., N. Y.) $7.00. 


An individual who derives pleasure from wear- 
ing clothes of the opposite sex is called a trans- 
vestite. He must not only dress in the clothing 
of the opposite sex but must have a constant 
image of himself in that dress. He obtains sex- 
ual gratification in this pretension and in all 
manners and interests he feels more feminine 
than masculine. It is important to note that the 
transvestite associates and identifies with the 
woman and not the male. However, the indi- 
vidual’s desire for the genitals of the opposite 
sex is displaced to the clothing of the opposite 
sex. Sexual activity is confined to phantasy and 
auto-erotic habits. 

This book is recommended to those who desire 
a review of the subject in a superficial manner. 
It is written in lay language. 

Harry Perlowitz, M.D. 


PEDIATRIC NEUROLOGY. Stanley S. Lamm, 
M.D. New York: Appleton-Century Crofts, Inc., 
1959. Pp. 495. 


This book reflects the author’s convictions that 
“the relationship between pediatrics and neurol- 
ogy is constantly growing closer.’’ He success- 
fully proves this by pointing out some of the re- 
cent advances in both fields. 

The chapter on “Mental Growth and Develop- 
ment” includes a good review of medical genetics 
and shows the influence of environmental factors. 

“Developmental Defects” includes short perti- 
nent discussions and bibliographical references 
for many classical diseases inclusive of anen- 
cephaly, spina bifida, cranium bifiidum, Klippel- 
Feil syndrome, agenesis of the corpus callosum, 
mongolism, craniostenosis, hyperteleorism, etc. 

“Inborn Errors of Metabolism” reviews phenyl- 
pyruvic oligophrenia, galactosemia, hepatolentic- 
ular degeneration, Hartnup disease, and amino- 
aciduria. The effect of prenatal infections such 
as maternal rubella and toxoplasmosis are con- 
sidered in relation to their effects on the fetus. 

The chapter on “Cerebral Palsy” includes clas- 
sification, clinical syndromes, etiology, pathology, 
pathogenesis, differential diagnosis and managc- 
ment. The details of management include the 
roles of all personnel concerned in the total care 
of the spastic child. 

Additional chapters include birth injuries, in- 
fections of the central nervous system, convul- 
sive disorders, intracranial tumors, neurocutane- 
ous, heredo-familial and degenerative diseases, 
demyelinating diseases, polyneuritis, lipidoses, vi- 


tamin deficiencies, diseases of muscle, and vascu- 
lar, blood, and endocrine disorders. 

This book is recommened to those who would 
seek a concise review of pediatric neurology. Its 
wide coverage of many areas, in spite of its rel- 
ative brevity, in no way impairs the qualit) of 
the material presented. 


PSYCHOSOMATIC ASPECTS OF ORAL DIS. 
EASE. Public Health Service Publication No. 
760. Washington, D. C.: U. S. Government Print- 
ing Office, 1959. 


Workers in the research program of the Na- 
tional Institute of Dental Research observed that 
oral diseases and psychologic stress appear to be 
related. These conclusions were based on Clini- 
cal observations, impressions, reports from the 
Armed Forces during periods of combat stress 
and reports from navy dentists observing men 
serving on submarine duty. 

In their investigations of herpes virus stoma- 
titis and apthous stomatitis it was concluded that 
the latter is probably of non-viral origin. Physio- 
logical response to dental stress was studied. 
Twenty-four adults with extensive dental caries 
were studied during one course of 235 dental ap- 
pointments of 45 minutes duration. Prior to, and 
four hours after each appointment, standard 
eosinophil counts were done on capillary blood 
taken by finger puncture. 

Results showed that variation in stress be- 
tween individuals was greater than in the same 
individual, and variation between treatments 
was greater than during treatments. It was con- 
cluded that adrenocortical activity varies directly 
with the magnitude of stress involved in dental 
procedures; all procedures showing significant 
differences from control appointments. It was 
further revealed that eosinophil levels were not 
affected by local anesthesia or barbiturate pre- 
medication in any of the categories of treatment 
except oral surgery, where administration of 
barbiturates was associated with relative increase 
of the eosinophilic level. 

Melvin Land, D.D.S. 


THE MANAGEMENT OF THE DOCTOR-PAT! ENT 
RELATIONSHIP. Richard H. Blum, Ph.D., New 
York: McGraw-Hill Book Co., 1960, $8.50. 


This book is written as a guide for physicians 
and to help the doctor understand why patients 
behave the way they do. The author describes 
ways of detecting trouble before it begins, now 
to talk and act to prevent difficulties, misunder- 
standings and friction. He stresses the “iiff- 
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cult patient” and states that without informa- 
tion about patient psychology, even the most 
skilled doctor may find himself frustrated, upset 
or even sued by the troublesome patient. 

Dr. Blum feels that the patient should take a 
more active role in the treatment and should not 
succumb to the authoritarian doctor. It is also 
poirted out that the doctor simply expects too 
much from the patient and the patient certainly 
expects too much from the doctor. 

This reviewer does not agree with the author’s 
statement that all doctors ‘should hold classes 
for small groups of patients.” This is “group psy- 
cho' herapy”’ and requires an expert in psychiatric 
techniques. There is agreement, however, in the 
necessity of taking time to educate the families 
of chronic patients. The author defines the “un- 
reasonable patient” as one who expects miracles 
from: the doctor, and attacks the doctor’s prone- 
ness to provide routine reassurance for every and 
all patients. 

He advocates an informal conference with ev- 
ery dissatisfied patient, especially in matters con- 
cerning fees. The patient should be allowed to 
“blow his top” and then be asked what he thinks 
he should do about paying the bill. According to 
Dr. Blum, whatever the patient recommends 
should be considered to be the amount “paid in 
full.’ He makes a very strong point about not 
calling anyone by their first name unless the doc- 
tor invites the patient to call him by his first 
name, too; he also objects to calling patients by 
endearing titles such as “honey” and “grandma.” 

Whether one believes in what Dr. Blum has 
written or not, this reviewer feels that every 
physician should read this book. The subject of 
doctor-patient relationship and our public rela- 
tions in general should be well aired within the 
profession. 

Bertram Moss, M.D. 


FOUNDATIONS OF PSYCHOPATHOLOGY. By 
John C. Nemiah, M.D. New York: Oxford Univ. 
Press, 1961. 306 pages. 


The basic principles of psychopathology are 
presented in an excellent manner. The volume 
is based on the author’s teaching experience with 
second-year medical students at Harvard. An 
interesting and distinctive feature is the use of 
verbatim interview material, which is used to 
illustrate and explain mental mechanisms, the 
derivation of concepts involved in understand- 
ing psychological conflict, the dynamic nature 
of the unconscious, symptom formation, and 
character structure. 

The book is arranged in four parts. Part 1 
deals briefly with form, fantasy, and interview- 
ing. This attempts to explore the design of 
psychological illness. Part 2 considers the three 
fundamental concepts: psychological conflict, the 
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unconscious and repression, and the childhood 
roots of emotional disorders. Part 3 is the larg- 
est portion of the book, dealing with symptom 
formation. Here ego structure, anxiety, phobia, 
depression and grief are very well illustrated 
and explained. Part 4 deals with defenses as 
character traits, psychological complications of 
physical illness, the concept of psychosomatic 
medicine, and the doctor and his patient. 

The basis is Freudian, but modified to an 
adaptational concept. “The art of the practice 
of medicine requires on the part of the doctor 
an awareness that human life is a process lived 
in a constantly changing world which requires, 
for survival, a constantly adaptive response. 
This is commonplace in physiology where the 
ideas of equilibrium and homeostasis are central 
concepts in its theoretical structure; it is equally 
true of the psychological mode of functioning. 
Rational treatment is based on helping the pa- 
tient to return to health by combatting the forces 
upsetting the balance—whether physiological or 
psychological . . . this holistic approach to the 
sick human being is a guiding concept for both 
research and practice. . . . Even if he wanted to, 
no one man could learn all the complex therapeu- 
tic techniques peculiar to internal medicine, psy- 
chiatry, and surgery. But every physician must 
be familiar with a common body of fundamental 
knowledge about human physiological and psy- 
chological functioning to enable him to arrive at 
an etiological diagnosis, to carry out treatment 
when this is within his purview, and to refer his 
patient intelligently for specialized care when 
this is necessary.” 

The text contains an annotated bibliography, 
a glossary, and a complete index. 

This book is recommended for the medical 
student, the generalist, and for the specialist 
who wants a sound and simplified approach to 
psychopathology. 

Joseph Joel Friedman, M.D. 


CLINICAL EVALUATION OF NEW DRUGS. Ed- 
ited by S. O. Waife, M.D., and Alvin P. Sha- 
piro, M.D. New York: Paul B. Hoeber, Inc., 
1959. 223 pages. $7.50. 


This book is a composite of the views of four- 
teen authors, each an authority in research, on 
methods and criteria for evaluating new drugs. 
The rapid evolution of new therapeutic agents 
which are accepted at first with enthusiasm, 
then skepticism and are finally denounced, points 
up the necessity for a means of assessing effi- 
cacy and safety. Margins for error are great 
because of inadequate standards for research. 

Each contributor discusses a different aspect 
of clinical investigation beginning in the first 
half of the book with the investigator himself— 
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his training, research facilities, the psychologic 
factors influencing his motivations and attitudes, 
the unconscious forces that may affect his sci- 
entific observations as weil as the moral and eth- 
ical aspects of human experimentation. 

The pharmacologic problems inherent in the 
development of new drugs are explored and the 
subject of placebos, subjective-objective methods 
of evaluation and statistics are discussed. Nu- 
merous pitfalls and problems in methods and 
techniques in human experimentation are ana- 
lyzed. 

The second half of the book is concerned with 
clinical trials in practice as in infectious dis- 
eases, cardiovascular, gastrointestinal, metabolic, 
endocrine and neuropsychiatric disorders. The 
importance of objective measures for evaluating 
non-physiologic responses, the need for adequate 
controls and properly controlled observations, 
psychodynamic considerations, non-pharmaco- 
logic variables and criteria for success or fail- 
ure are all considered. 

The importance of adequate experimental de- 
sign is stressed throughout. The sole aim of 
this book is to improve the calibre of research 
in order to help the investigator or clinician eval- 
uate more adequately the potentials of new 
drugs. 

The reference value of this work is enhanced 
by the complete subject index and the compre- 
hensive bibliographies following each chapter. It 
is an excellent volume dealing with the many as- 
pects of drug evaluation and is recommended as 
a source of information for those who might be 
interested in pursuing the subject further. 

Burton L. Zohman, M.D. 


THE INTEGRITY OF THE PERSONALITY. An- 
thony Storr. New York: Atheneum Press, 1961. 
Pp. 174. $4.00. 


This most unusual and instructive book pro- 
vides a lucid and comprehensive discussion of the 
therapeutic process. It is filled with compassion 
and understanding, as well as facts. It will pro- 
vide readers with a renewed faith in their abil- 
ity to help others in emotional quandaries. 

The author is convinced that the attitude to 
the patient is of far greater importance than 
the school to which the therapist belongs; that 
the purpose of psychotherapy is not simply to 
remove symptoms, but to enable the patient to 
obtain self-realization. It is the psychothera- 
pist’s goal to help his patient to be more himself, 
without trying to convert him to his own frame 
of reference. He must not “pass judgment; 
whether he puts his judgments into words, or 
keeps them to himself, makes not the slightest 
difference.” 

It is the author’s opinion that personality is 
genetically determined, but that the extent to 
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which each one develops maturity depends 
largely upon environmental factors. 

Dr. Storr, in his search for the explanaiion 
of the efficacy of psychotherapy, concludes that 
the underlying common factor is the develop- 
ment of the relationship between the doctor and 
the patient. He sharply distinguishes between 
suggestion (hypnosis) and analytic psychotlier- 
apy, and indicates that suggestion is oppcsed 
to the aim of analysis. He points out that there 
are differences in personality in the two types 
of therapists, but does not deny that suggestion 
has its place in analytical therapy. 

An interesting concept advanced is that the 
“fear of abandonment” is often seen in cyclo- 
thymic depressive patients; in contrast, the “fear 
of being dominated” is basic to the schizoid and 
schizophrenic. 

This excellent presentation of the concepts 
and goals of analytic psychotherapy is a most 
valuable and readable contribution. A careful 
study of its rich contents will possibly provide 
faith for disbelievers; it may also restore it for 
those who sometimes temporarily lose their way. 

W.D. 


THE SEX TECHNIQUE IN MARRIAGE. Isabel 
Emslie Hutton, M.D. New York: Emerson 
Books, 1961. 191 pages. $3.00. 


This is the secend edition of a book which has 
gone through thirty-five printings since its pub- 
lication in 1932. 

The title is somewhat misleading since the 
text covers, in superficial fashion, menstruation, 
the menopause, infertility, and the spacing of 
children. Many of the opinions of the author 
would not be generally accepted. However, since 
these opinions are not on matters of great im- 
port, they do not detract from the usefulness of 
the book. 

Any volume which has had so many printings 
must have great appeal even though this appeal 
is not obvious to this reviewer. This book might 
best be recommended to patients who are not in- 
terested in a detailed exposition but who need in- 
stead a short, simple, easy-to-read review of the 


subject. 
F. W. Goodrich, Jr., M.D. 


ACTION FOR MENTAL HEALTH. New York: 
Basic Books, Inc., 1961. $6.50. 


Can many national organizations, collaborat- 
ing to solve a major social problem, develop a 


plan that is vigorous? Some observers believe 
they cannot; they believe many individuals or 
organizations dealing with such a problem will 
in the end produce only conservatism, comro- 
mise, temporization, and inaction. 

The 45 national organizations who comprise 
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the Joint Commission on Mental Illness and 
Health confound these critics. Appointed by the 
U.S. Congress, and led by prominent mcmbcrs 
of the American Psychiatric Association, the 
American Medical Association, and other organ- 
izations, this Commission offers in the book, 
“Action for Mental Health,” a plan that is ag- 
gressive but temperate, imaginative but feasible, 
realistic but uncynical, detailed but flexible, and 
emphatic but unsentimental. Succinct and read- 
able, this book Ilcaves no question as to the Ccm- 
mission’s position. It urges action by every in- 
dividual and every organization having anything 
to do with the mentally ill—which is, after all, 
just about every one of us. 

The Commission does not white-wash our time- 
dishonored neglect of psychotics and of our 
cachectic state hospitals; it calls this neglect 
shameful. It does not cheer our episodic exposés 
of state hospital conditions; it calls these exposés 
ineffectual. All this public indignation, so fash- 
ionable in recent years, has done little to further 
the lot of the mentally ill, even though it may 
have created false impressions of progress. 

Why have we not dene more for the mentally 
ill person? Because, the Commission says sim- 
ply, we do not like him. He repels us. We 
therefore banish him and his problems with him. 

The Commission does not, however, try to 
make us publicly regret our past sins against 
the mentally ill person. It says he has already 
had breast-beating aplenty. Instead, he needs 
hard work. He needs realistic appraisal, solid 
tolerance, and hard cash. We must see him as 
he is, not as we should like him to be. Of ur- 
gent practical importance, for example, is basic 
research into the many unknown facts about 
mental illness—facts which will enable us to de- 
velop new psychiatric therapies as specific as 
rifle bullets. 

We need not wait, however, until research has 
provided these future therapies. The Commis- 
sion says we can take effective action now— 
and we must. Its recommendations have cook- 
book clarity and precision: Give all patients 
treatment, not custody. By legislative act and 
social education, make voluntary hospital ad- 
mission the rule. Forget residence eligibility for 
treatment; treat the sick man where he is. Wed 
community, state and Federal Government in 
treatment. Train adequate numbers of mental 
health workers of all kinds. Abandon the multi- 
thousand-bed state mental hospital for one of 
less than a thousand beds. Let nonpsychiatrists 
share the treatment burden. 

Recommendations so clear and precise pose 
Some risk. They silhouette the Commission 
against the horizon. They invite the kinds of 
attack already being mounted against them. Fur- 
thermore, they will excite controversy among 


those of us immediately responsible for the men- 
tally ill; previously hidden philosophical and pol- 
icy differences among us will stand revealed. To 
the extent that these hidden differences have, 
without our knowing it, caused our past inac- 
tion, this exposure will serve as a necessary first 
step to action. 

The Commission has no fond illusions. It notes 
that some persons may think ‘Action for Mental 
Health” a latter-day Flexner report, which rev- 
olutionized American medical education early 
this century; but it says action can have no sim- 
ilar happy effect unless you and I act. If this 
report does fail to produce action, however, one 
is hard put to conceive just what would work. 

This book is more than a call to action. It is 
more than a sharply focused photograph of our 
number one medicai problem. It is more than 
a propaganda tract. It also is a system of facts 
and figures helpful to the work of every physi- 
cian, every social agency, every politician, every 
industrialist, every clergyman—.in short, of every 
person or organization having to do with people. 
Some of these facts we have long known, but 
now see in new context. Others of these facts 
surprise us. Still others shock and anger us by 
refuting comfortable misconceptions. But whether 
old, surprising, or shocking, these are facts we 
need. 

William F. Sheeley, M.D. 


HANDBOOK OF ABNORMAL PSYCHOLOGY. Ed- 
ited by H. J. Eysenck, Ph.D. New York: Basic 
Books, Inc., 1961. 816 pages. $18.00. 


The sub-title is ‘‘An Experimental Approach.” 
This book is heavily research oriented. It is di- 
vided into three parts: description and measure- 
ment of abnormal behavior, causes and determi- 
nants of abnormal behavior and experimental 
study and modification of abnormal behavior. 
There are 20 chapters in the book authored 
mostly by people on the staff of the University of 
London. 

Eysenck reviews the classification and the 
problem of diagnosis. He presents a critique of 
the existing classificatory system. He discusses 
two statistical models: the canonical variate anal- 
ysis if symptoms are related to the individual as 
a whole and factor analysis if symptoms are re- 
lated ‘‘one to the others.” He lashes into those 
individuals who equate correlation with direct 
causation without additional experimental proof. 
The author conducts an exhaustive review of the 
experimental work accomplished by others. He 
pleads for equal attention to general laws and 
reaction types. 

Yates writes on the “Abnormalities of Psy- 
chomotor Functions” and indicates the rich his- 
tory of psychomotor tests in abnormal psychol- 
ogy. Their greatest value is the testing of spe- 
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cific hypotheses. Brengelman discusses ‘‘Expres- 
sive Movements and Abnormal Behavior.” He 
points out that personality correlates of gait, 
posture and facial movement are relatively un- 
known and attention has been centered on neu- 
rotics. Products of art and free drawing tech- 
niques, manipulative tasks and handwriting anal- 
ysis are bases for discussion. Granger presents 
the “Abnormalities of Sensory Perception.” He 
sees the solution of clinical problems and ade- 
quate theory based upon experiments along the 
lines of Hecht, Wald and McFarland with psy- 
chophysical and physiological backgrounds aimed 
at functional relations. Furneaux investigates 
intellect. His paper presents a conceptual frame- 
work and a technique of analyzing such basic at- 
tributes as speed, accuracy and persistence and 
possible interactions. Payne summarizes re- 
search dealing with “Cognitive Abnormalities” 
and between cognitive and other abnormalities. 
Inglis traces the interaction between stress and 
susceptibility to stress in the light of ‘“media- 
tion-avoidance behavior.” 

In Part II, Shields and Slater seek a genetical 
basis to psychological abnormalities. Rees at- 
tempts to discover stable organic correlations 
and numerical measurements of such correla- 
tions. He deplores the paucity of scientific stud- 
ies of the physical constitution. O’Connor and 
Franks review the literature on child develop- 
ment. Martin discusses experimental data on 
select autonomic functions and skeletal muscle 
activity through recordings of muscle action po- 
tentials. Franks attempts to relate a theory of 
conditioning to personality and psychiatric ab- 
normalities. Jones describes the effects of ab- 
normal personality variables as they relate to 
specific learning phenomena. 

Finally, in Part II, Meyer is interested in test 
performance behavior on cerebral localizations 
of functions with a view to unifying investiga- 
tions of brain damage. Willet explores the ex- 
perimental work of psychosurgery, indicating 
that there is a minimal use of psychosurgery 
with an increasing emphasis on pharmacological 
therapies. Campbell reviews the present status 
of electroconvulsive shock treatment. He felt 
that psychologists have neglected the area of the 
efficacy of ECT. Trouton and Eysenck decry 
the paucity of competent studies of the causal 
relationship between personality and drug effect. 
Eysenck is the devil’s advocate on the chapter 
of the “Effects of Psychotherapy.” He states thet 
“short methods of treatment ... are significantly 
more successful in treating neurotic disorders 
than in psychotherapy of the psychoanalytic 
type.”” Broadhurst covers abnormal behavior 
brought about by infrahuman animals through 
psychological or functional means. The final 
chapter, by Jones, is on ‘Applied Abnormal Psy- 
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chology” and stresses the psychologist’s contr: bu- 
tion to psychiatric practice as an “auxiliary sci- 
entist.” 

This is a monumental work on the exp»ri- 
mental approach to abnormal behavior. It is an 
invaluable reference and ‘‘a must” for pro:es- 
sional people and advanced graduate students 
who plan to conduct research in abnormal }psy- 
chology. The book is admirably documented 
and abounds in ideas and suggestions for further 
research. The pitfalls of poor research design, 
inadequate controls, weak measuring instru- 
ments, inappropriate statistical methods and in- 
adequate evaluation of results are repeatedly 
pointed out to the reader. Excellent references 
are provided for guidance toward rigorous re- 
search. 

The clinician may question many of the clin- 
ical assumptions that underlie some of the care- 
fully executed experimental studies in abnormal 
psychology. The value of experimental results 
will be proportionate to the extent that the as- 
sumptions are valid. Measurements in the field 
of abnormal psychology are as yet too inexact. 

Benjamin Kotkov, Ph.D. 


THE NEURAL BASIS OF HUMAN BEHAVIOR. 
Harold Saxton Burr, Ph.D. Springfield, Ill. 
Charles C Thomas, 1960. 261 pages. 


Every new book has its purpose and should be 
looked upon from the point of view of its ap- 
plicability. This new book of Professor Burr 
contains a very orderly and lucid presentation 
of basic psychophysiological information. It is 
a short outline of neuroanatomy and neurophysi- 
ology with some pieasant philosophical discus- 
sion and comments by the author. It is certainly 
not a detailed up-to-date account of modern re- 
search and current findings in this field. It con- 
tains no bibliography and an index is lacking. 
Even the suggested reading at the end of the 
text refers to sources about twenty years old or 
mentions the old titles or the first editions of 
some classical books. This book may be reviewed 
with benefit by any doctor who has been asked 
to prepare some popular lecture on psycho- 
physiology or neurophysiology or may be among 
the introductory readings for medical or psycho- 
logical students. The general practitioner wish- 
ing to refresh his orientation in this field will 
find this book pleasant reading. The manner of 
presentation may be characterized by the eu- 
thor’s description of focal seizures as ‘a very 
distressing behavior called Jacksonian epilepsy. 
These are convulsive seizures, usually involving 
severe contractions of groups of muscles of 'n- 
termittent sort”; or his introduction to the birth 
of prefrontal lobotomy, ‘a Portuguese surgeon, 
who was responsible for a very large psychiatiic 
hospital, wonders if it would not be possible to 
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apply this technique to the intractable patients 
in psychiatric wards. He had the courage to 
follow his curiosity and, as a result, there was 
born a whole new era in psychotherapy known 
as psychosurgery .. .” The name of Egas Moniz 
is not even mentioned. Still it is pleasant and 
informative reading. 
Victor Szyrynski, M.D., Ph.D. 


CLINICAL PSYCHIATRY. W. Mayer-Gross, M.D., 
Eliot Slater, M.D., and Martin Roth, M.D. Bal- 
timore: The Williams & Wilkins Co., 1960. Pp. 
704. $13.00. 


This second edition containing many revisions 
of ‘he 1954 text, has been occasioned by the rapid 
advances that have occurred in psychiatry. Basic 
is the authors’ attempt to “find a common ground 
for the different theories.” Of significance is 
the considerable material on clinical syndromes 
which lie on the borderline between psychiatry 
and general medicine. The Introduction covers 
the ramifications of the effects of the various 
schools of psychiatry on medicine, sociology and 
psychology. It is noteworthy for its plea for a 
scientific approach, based on the gathering of 
facts; the authors feel that every medical man 
should be equipped with a psychiatric ground- 
ing. The discussion on psychoanalysis separates 
fact from fantasy. 

Equally valuable is the discussion on emo- 
tional depression, in which constitutional, somatic 
and psychodynamic factors are considered. Hys- 
teria is similarly well covered, but here the bias 
against psychoanalysis shows itself. Similarly 
in the management of “neurosis by psychologi- 
cal treatment,’”’ emphasis is placed on the sim- 
pler methods of treatment. We are presented 
with the authors’ convictions that many patients 
improve with simple psychotherapy, as they do 
with psychoanalysis, but that cures are rare. 

The chapter on “Schizophrenia” considers the 
evidence for constitutional endocrine, metabolic 
and psychological factors. The section covering 
prognostic factors warrants specific mention. 

In “Symptomatic Psychoses,” Wernicke’s en- 
cephalopathy, pellagra, infectious diseases, states 
of exhaustion and starvation, pernicious anemia, 
cardiac disease, electrolytic disturbances, meta- 
bolic and endocrine diseases, pregnancy, and the 
puerperal state, are all covered adequately. 
“Chemical Intoxication” includes industrial in- 
toxications and alcoholism. 
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Other chapters include the epilepsies, trauma, 
organic disease of brain, tumors, mental dis- 
eases of the aged, and child psychiatry. 

This book, with its eclectic approach and its 
attempt to cover the areas that lie in the “no- 
man’s land” between psychiatry and medicine 
should be of value to both the psychiatrist and 
non-psychiatrist. 

W.D. 


PROJECTIVE TECHNIQUES WITH CHILDREN. 
Edited by Albert |. Rabin and Mary R. Haworth. 
New York: Grune and Stratton, 1960. 395 pages. 
Illustrated. $11.95. 


The title of this book does not indicate its 
comprehensiveness. Not only is this an excel- 
lent text on the application and interpretation of 
projective tests but in addition it is a completely 
up-to-date reference mianual on projective tech- 
niques themselves. 

Well illustrated with case studies, the book 
presents detailed discussion on the administra- 
tion of the standard projective tests, such as 
the Rorschach and TAT, and shows the poten- 
tialities of projective testing in all its varieties. 
It includes the utilization of films in group pro- 
jective testing, word-association and sentence 
completion methods, and especially important, 
the projective aspects of intelligence testing. The 
use of free-art and free-play expression as pro- 
jective tools are discussed. 

The completeness of this book is shown by the 
discussion of prototypes of some of the latest 
German and Swiss tests. However, the Color- 
Pyramid Test by Max Pfister and Robert Heiss, 
the Luescher Color Test, and the Tree Test by 
Karl Koch are missing. A test which should 
also be covered thoroughly is the projective test 
by Hans Zulliger of Berne, Switzerland, which 
is a modification and application in group form 
of the Rorschach test. 


An ideal reference for the student, this book 
is also of value to the clinician. The discussion 
of projective testing in itself is invaluable in that 
it considers norms for interpretation, a clear ex- 
planation of how the technique is to be admin- 
istered, and the limitations of projective testing 
in general, as well as of specific tests. This book 
also makes evident the vast research potential 
of projective testing. 

Hans Hahn, Ph.D. 
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While Psychosomatics is the official journal of 
the Academy of Psychosomatic Medicine, its 
pages are open to all authors interested in the 
concept of total medicine. Original papers, book 
reviews, abstracts, letters: all will be considered 
by the editors for publication. Criteria for pub- 
lication are scientific merit, interest, timeliness, 
and pertinence to the role of psychiatry in the 
daily practice of medicine. 


Manuscripts 


The original manuscripts of papers read at the 
annual meetings of the Academy should be left 
in the Press Room during the meetings, or sent 
to the Editor promptly afterward. Do not de- 
posit carbon copies. 

Papers read at the annual meetings become 
the property of the Academy. Not all papers 
read, however, can be published, and authors 
wishing to publish in other vehicles will first se- 
cure from the Editor the release of their manu- 
scripts. 

Papers will not be accepted for publication if 
they have been already published. 

Papers contributed during the year (not on the 
annual program) should be sent to the Editor. 


Style 

Manuscripts should be typewritten, double 
spaced, on one side of the paper. They must be 
prepared in conformity with the general style of 
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